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PREFACE. 



In the preparation of this little book, I have con- 
sulted the works and compared the views of many 
who have been eminent in the physical exploration 
of the chest, such as Laennec, Avenbrugger, Corvi- 
sart, Piorry, Skoda, Barth and Roger, Walshe, Hope, 
Stokes, Fuller, GrisoIIe, Bennett, Latham, Flint, Bal- 
four, Hayden, Ziemssen, Fothergill, and Loomis, and 
here desire in a general way to acknowledge my in- 
debtedness to them, as it has seemed impossible to do 
so in the text in each instance. 

Since the illustrious Laennec discovered the art of 
auscultation in 1816, very many investigations have 
been made and much has been written on the sub- 
ject. While on the one hand it is perfectly surpris- 
ing how little the master mind of Laenuec left to be 
done, and how many of his descriptions, classifications, 
and meanings of sounds still remain unimproved upon 
in spite of sharp criticism, yet on the other hand, as 
would naturally be expected, other experimenters 
since have discovered new facts, and by a wider ex- 
perience have been able to point out more or less 
error here and there in the works of the father of 
auscultation. I have endeavored to give, arranged in 
tabular form, a condensed summary of the most au- 
thentic observations down to the present time. 
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IT PREFACE. 

Ab to the theories of the mechanism of the produc- 
tion of some of the sounds, there has been a great 
deal of controversy, in which Skoda with his " con- 
sonance " and " tension " and other theories has taken 
quite a prominent part. Those theories have been 
given in the folbwing tables which seem most rational 
and which are at present most generally accepted. 

In the nomenclature of the physical signs, care has 
been taken not to use those terms which merely ex- 
press somebody's theory of their mode of production. 
Skoda's " consonatiug rale," for instance, is a very 
Dl-advised term, as the theory of consonance is far 
from being universally accepted, and no one who re- 
jects the theory would like to use such a term. 
Even the common term " mucous rSle " has been 
made to give place to the much more expressive 
" bubbling rale," which does not imply that it is 
always caused by mucus, but leaves room for its pro- 
duction sometimes also by pus, serum, softened tuber- 
cle, etc. 

To avoid confusion, and for the convenience of 
those who may have become familiar with some par- 
ticular authority, many of the synonyms have been 
added in small type in parentheses. 

In determining what classification to follow, it has 
been thought desirable to avoid the excessive and 
complicated refinements of some authors, without, on 
the other hand, losing sight of the necessity for sufB- 
cient thoroughness. 

There has been an effort to make the arrangement 
of material in the following tables so systematic, that 
any special point needing investigation can be imme- 
diately referred to, without a tedious and laborious 
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search through many pages iinil perhaps many vol- 
umes. The condensed tabular arrangement will ha 
found especially advantageous also in differential di- 
agnosis, as it brings into such close juxtaposition in- 
formation which is usually widely scattered, rendering 
comparison easy, point by point. 

Studied in connection with Chapter IV. of Da 
Costa's excellent work on Diagnosis, with its graphic 
descriptions and convenient, helpful diagrams, these 
tables will probably furnish the student with all that 
is really necessary in the majority of cases coming 
under observation. If, however, he desires to make 
a special study of the subject, he is referred to the 
two large and valuable treatises on the " Diseases 
of the Respiratory Organs" and "Diseases of the 
Heart," written by Dr. Austin Flint of New York, 
who is probably the greatest authority on the phys- 
ical diagnosis of such diseases in this country, and to 
whom I desire to acknowledge myself especially in- 
debted. It should be remembered, however, that the 
pathology of these works is not quite up to date. 

It is also hoped that this handbook may be found 
useful by physicians in active practice. It is hardly 
to be expected that practitioners who do not make a 
specialty of lung and heart diseases, even if they 
have at some time carefully studied into the subject, 
and have been well posted, can retain in their memories 
for immediate use at all times every point necessary 
for a delicate physical diagnosis. If the case be at 
all obscure, they feel the necessity of consulting some 
authority. In such emergencies, the busy doctor may 
appreciate such a time and labor saving contrivance 
as the present. It often needs only a word here and 
there to revive memories of extensive reading. 



PREFACE. 

It i3 very doubtful if at this late day any well edu- 
cated physician could be found to despise the value 
of auscultation and percussion as aids to diagnosis. 
Such a contempt would at once stamp the man who 
showed it as an ignorant pretender. But there are 
many who do not feel thoroughly at home in this 
branch, and on account of too slight practical ac- 
quaintance with it, and lack of time or inclination 
for a laborious research into its theory, prefer to trust 
for the most part to the symptoms alone rather than 
to the uncertainties (to them) of physical signs. 
Here most truly " a little knowledge is a dangerous 
thing." For if the practitioner, finding jerking res- 
piration, for example, in a given case, knows that 
jerking respiration is a sign of phthisis, and does not 
remember that it may be a sign of several other dis- 
eases too, and on the strength of this sign alone diag- 
nosticates the case as phthisis, it would, indeed, be far 
better for him to have known nothing whatever of 
auscultation and percussion, and to have been guided 
entirely by the symptoms. It is such partial knowl- 
edge, to say nothing of the utter ignorance of others, 
that has to some extent brought auscultation and per- 
cussion into disrepute in certain places. 

It is very desirable to have a proper appreciation 
of the comparative value of physical signs and symp- 
toms, without enthusiastically overestimating either. 
He who trusts to symptoms alone for his diagnosis of 
heart and lung diseases will very, very often be led 
astray. On the other hand, the mistake may be made 
in the opposite direction of placing too exclusive reli- 
ance on physical signs itlone. In fact, they must be 
taken together and complement each other. If they 
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are, and proper attention is paid to the history of 
each case, and also to its well-known pathological 
laws, an accurate diagnosis can be made in the great 
majority of instances. 

When speaking of heart diseases. Da Costa says: 
" A knowledge of the physical signs is the solid 
foundation, without which any structure that may be 
reared will soon tumble to pieces." 

In fact, the symptoms of heart disease are compara- 
tively insignificant. Quite so much cannot be said of 
the comparative value of signs and symptoms in lung 
diseases ; but even here the great importance of the 
former is attested by the immense strides which have 
been made in the diagnosis of such ajffections since 
the discovery of the present methods of physical ex- 
ploration, which would have been utterly impossible 
before. 

The plates have been reproduced (with slight alter- 
ations), by the "direct transfer" process, from the 
" Handbuch und Atlas der topographischen Percus- 
sion," by Professor Weil of Heidelberg, published 

at Leipzig in 1877. 

H. C. CLAPP. 

544 Trbmont Street, Boston, Octobers, 1878. 
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PART I. 

TABLE NO. 1. 

BssFiBATioy IN Health. 

Vesicnlar, puerile, senilei and tracheal or laryngeal .... 20 

TABLE NO. 2. 

Respiration in Disease. (L) Abnobmal Intensity. 

Exaggerated, feeble, and suppressed 22 

TABLE NO. 3. 

Rbspibation in Disease. (2.) Abnobmal Rhythm. 

Jerking respiration and prolonged expiration 24 

TABLE NO. 4. 

Rbspibation in Disease. (3.) Abnobmal Quality and Pitch. 

Bronchial, broncho-vesicolar, cavernous, and amphoric .... 26 

TABLE NO. 5. 

Rales. 

I. Tracheal and laryngeal ; drj and moist 30 

n. Bronchial ; dry (sonorous and sibilant), and moist (coarse and fine 

bubbling and subcrepitant) 30 

III. Vesicular ; crepitant 34 

IV. Cayemous; gurgling 34 

TABLE NO. 6. 

Mobbid Pleubal Sounds.' 

Friction sounds, metallic tinkling, and splashing . • • • • 36 



TABLE NO. 7. 
The Voice in Heaith. 



8np]ircssed, diminished, 
creitsed bronchi nl 



TABLE NO. 8. 
The Voice is Disbabe. 

aud increased vocal resonance and Iremitas, iu- 
shisper, bronchophony and whisperiug bron- 
whisper, amphoric voice and whisper, pec- 
tonloqn; and whispering peolorilDqny, (egophony, and metallic tiuk- 
liag 

TABLE NO. 9. 

Fercdbsiok Sionb. 

Noimal veaicular resonance, fjatness, dulluea.^, and tympanitic, exag- 
gerated, amphoric, and cmcked-ic 
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PART 11. 
TABLE NO. 10. 

IGNOSia OP DiBElSKS O 



S LlINQS. 



Acute and chronic pleurisy, empyema, hydrothorax, pulmonary a-dema, 
pneumo-hydrothorax, pacnmo thorax, emphyBema, asthma, bron- 
chitis, capillary bronchitia, plastic bronchitis, croapoua pneumonia, 
catarrhal pneumonia, chronic pnenraonia, acute miliary tuberenlo- 
eis, phthi^ia, dilatation of hronchi, carcinoma of lung, and iutra-tho- 
racic tamer?, especially a: 



TABLE NO, 11. 



Tna Phtsical Diagnosis o 
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The healthy heart, pericarditis, endocarditis, hypertrophy of the left and 
light hearts, dilaration, valvnlar lesions of the left heart (aortic ob- 
Btruction and regiil^tation, and mitral obatraction and regnrgita- 
Uon), and of the risht heart (pulmonic ohstrnction and regurgita- 
tion, and tricuspid obstruction and regurgitation), fatty degenera- 
tion, and cardiac neuroses 



INTRODUCTION. 



Pathognomonic physical signs are exceedingly 
rare. It is not true that each disease has belonging 
to it one or more individual signs like labels, which 
are always associated with it and no other. The no- 
menclature of diseases is not so rigidly prescribed by 
nature as it would be in such a case. Physical signs, 
instead of representing individual diseases, represent 
merely physical conditions which may be common to 
several diseases. For instance, dullness on percus- 
sion, bronchial or broncho- vesicular respiration, bron- 
chophony, and increased vocal fremitus in combina- 
tion would indicate solidification of the lung, but 
they do not tell us on what the solidification depends. 
It may be pneumonia, it may be phthisis, it may be 
collapse of pulmonary lobules, it may be lung tissue 
compressed by a pleuritic exudation. The disease, 
the particular cause of the solidification, we have to 
reason out from the presence or absence of other 
physical signs, from our knowledge of pathology, and 
from the history and symptoms of the case; 

Before beginning the study of auscultation and per- 
cussion, the student should be thoroughly posted in 
the anatomy and physiology of the organs of respira- 
tion and circulation. Then naturally follows the to- 
pography of these organs. As an aid in constantly 
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keeping before the mind this topography, which is of 
very great importance, especially in the diagnosis of 
heart diseases, the plates have been added to this vol- 
ume, and should be carefully studied and often re- 
ferred to. The details of pictorial illustrations are 
easier for most persons to remember than long verbal 
descriptions, no matter how accurate they may be. 

For convenience in localizing, recording, and com- 
paring signs, the surface of the chest has been mapped 
out into anterior, lateral, and posterior regions, right 
and left, aa follows : — 

Anteriorly — The supra-clavicular region, extend- 
ing from the clavicle upwards a distance varying from 
half an inch to an inch and a half; clavicular, the 
space occupied by the clavicle ; infra-clavicular, be- 
tween the clavicle and the third rib ; mammary, be- 
tween the third and sixth ribs; infra-mammary, be- 
low the sixth rib ; supra-sternal, the hollow space 
above the sternum ; superior-sternal, under the ster- 
num above the third rib ; inferior-sternal, under the 
sternum below the third rib. 

Laterally — The axillary region, having for its 
lower boundary a horizontal extension of the lower 
boundary of the mammary region ; infra-axillary, be- 
low this line. 

Posteriorly — The scapular region, the space oc- 
cupied by the scapula, extending also to a horizontal 
line drawn through its lower angle ; infra- scapular, 
below this line to the twelfth rib ; inter-scapular, be- 
tween the inner margin of the scapula and the spinal 
column. 

It is very essential that the healthy sounds of aus- 
cultation and percussion should become thoroughly 
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familiar to the student before he spends much time 
on the raorbid sounds. And yet, there is a constant 
tendency to hurry over and neglect the former for 
th§ sake of getting at the practical work of the lat- 
ter. No one would undertake to tune a piano without 
being so famiUar with the true tones that he could 
recognize the least departure from them. Very often 
in the most important cases brought to the physician, 
where there is the greatest desire for information, as, 
for example, in the detection of the very beginnings 
of phthisis, the deviations from the normal sounds are 
so slight aa to be entirely disregarded by those who 
do not know by practice exactly what the normal 
sounds in the different regions of the chest ought to 
be. And even where one thinks he knows this, con- 
stant reference to the healthy standard is necessary. 

Auscultation is said to be immediate when the un- 
assisted ear is applied to the chest of the patient, and 
mediate when a stethoscope is used. Both methods 
are in use, and it is very desirable to become practi- 
cally familiar with each. Some physicians think that 
they can hear as well with the unassisted ear as with 
the stethoscope ; but the great majority of those who 
have much to do with auscultation give a very de- 
cided preference to that instrument. Those who have 
used a stethoscope for any coufiiderable length of 
time very seldom like to give it up. It is often pref- 
erable on grounds of delicacy when examining lady 
patients, and the avoidance of too close contact which 
it insures is certainly pleasanter to the examiner, 
when the patient happens to be at all uncleanly. 
Be.''ide9, it can be applied to certain places (such as 
the hollow over the clavicle, for instance) to which it 
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is difficult or impossible to adjust the ear. With it, 
also, particular sounds, which we may wish to locate 
definitely and to hear as far as possible unmixed with 
others (as, for instance, valvular murmurs), can be 
circumscribed. With Vammanns double or binaural 
stethoscope, which is the best, the sounds are intensi- 
fied and made more distinct, and some are rendered 
audible which would be inappreciable to the unassisted 
ear. At first, until one gets accustomed to it and 
learns how to use it, there is a disagreeable humming 
or buzzing which is very confusing, but this soon 
passes off. The pectoral extremity should be closely 
applied with moderate pressure, and the edges should 
fit the skin exactly all around, not being tilted up at 
one aide to allow the air to enter. The room should 
be quiet and there should be no friction between the 
Btethoscope and the clothing. Stiff hair on the chest 
under the instrument often occasions a sound which 
might be confused with the crepitant rale. Beginners 
almost always get the ear-pieces in the wrong way. 
They should follow the direction of the auditory canal. 
The stethoscope should be applied to the bare skin. 
When the imassisted ear is used, it is pleasanter to 
have over the chest one thickness of soft cloth, like 
the undergarment, or a towel. When an accurate ex- 
amination in a doubtful case is desired, it is utterly 
impossible to make it without removing the most, if 
not all; of the clothing from the chest ; and the man 
who, in such a case, gives two or three raps, puts his 
head down over a stiffly starched shirt or creaking 
corsets or rustling silk, and then solemnly and oracu- 
larly pronounces an opinion, is generally acting igno- 
rantly or dishonestly by his patient. It might almost 
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be said that if the intra-thoracic noises are all so loud 
that they can be heard above the noise which the 
outside clothing makes, it is not of very much im- 
portance to the diagnosis that they be heard at all, 
for in such conditions the symptoms are generally 
enough. The great danger in listening through all 
the clothing is that of not hearing (or mixing up) deli- 
cate and important signs. In many cases, where the 
problem is to decide whether or not phthisis is pres- 
ent, it is sufficient to unbutton the upper part of the 
clothing and turn it aside so as to expose the infra- 
clavicular regions for examination, as phthisis gener- 
ally attacks these regions first. But even here, if no 
deposit be found, particular thoroughness demands a 
further search. 

In immediate auscultation it is advisable to close 
one ear with the finger to exclude outside noises, 
and particularly when studying vocal phenomena. In 
^^^ the latter case, besides, the patient should tm-n his 
^^K head to one side and put bis hand up to his mouth to 
^^^B prevent the auscultator's confusing his voice com- 
^^^^ ing directly from the mouth with the vocal resonance 
r coming through the chest. The auscultator should 

b also avoid stooping over too much when listening, as 

^^K the congestion of blood caused by such a position 
^^^K dulls somewhat the acuteness of hearing. Unless too 
^^H weak, the patient is best examined in the sitting post- 
^^^1 ure, with his arms hanging down for the anterior 
^^^P portion of the chest, raised and crossed over his head 
^^^ for the lateral regions, and crossed with the body bent 
I forwards for the posterior regions. Generally he has 

^^^ to be instructed to breathe harder than usual, and often 
^^^L has to be shown how to breathe properly. In children 
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it is easy to judge of the vocal resonance when they 
cry. Finally, one side of the chest should be con- 
stantly compared with the other, portion by portion. 

Percussion, as a method of diagnosticating disease, 
was discovered by Avenbrugger, whose researches 
were pubhshed at Vienna in 1761. They attracted 
but little attention, however, until Corvisart fifty 
years afterwards translated them into French and in- 
troduced the practice into the French hospitals. Per- 
cussion, lilfe auscultation, is both immediate and medi- 
ate. The immediate (which was the only method 
known to Avenbrugger and Laennec), where the chest 
was struck directly by the fingers, is now never re- 
sorted to, having been entirely superseded by the 
invention by Piorry of mediate percussion, which 
interposes some solid substance, called a pleximeter, 
between the chest and the percussing agent. For 
this purpose, little plates of ivory or wood with han- 
dles have been used, or a flat piece of common elastic 
India rubber. The best pleximeter, however, is a 
tapering cylinder of hard rubber or gutta-percha 
about two inches long, flanging at each end, one cir- 
cular end-piece being smaller than the other for ap- 
plication to the intercostal spaces and supra-clavicular 
regions, the body of the cylinder (which is applied 
to the chest at right angles) making an excellent 
handle. The best percussor is a little hammer with 
a hard rubber rod or handle which can be detached 
from the head, which is made of brass and tipped 
with soft rubber. Most physicians use for a plexime- 
ter the left middle or forefinger, with its palmar sur- 
face applied to the chest, and for a percussor the right 
middle or forefinger (or both together), bent so as to 
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strike at a right angle. Although it takes considera- 
ble time and practice to become really expert in per- 
cussing with the fingers, much more than with the 
instruments just described, yet everybody should 
learn this method, as it is a very valuable one, and 
the instruments cannot always be at hand to be de- 
pended upon. Where one has a great deal of per- 
cussing to do, however, he generally prefers the in- 
struments, as so much pounding on the back of the 
finger used as a pleximeter is apt to make it sore. 
Besides, the instruments bring out the sounds more 
distinctly, especially for purposes of demonstration to 
others. 

Unless the patient is really obliged to lie down, he 
should be percussed in the sitting or standing posture, 
with his arms placed as already described for aus- 
cultation, the examiner being directly in front. The 
two sides should be percussed at the same stage of 
respiration, as the expanded lung occupies more room, 
pushing down the liver and spleen and pressing more 
in front of the heart ; the difference between a full 
inspiration and a deep expiration being very consid- 
erable. 

Since we draw our inferences as to the condition 
of the lungs from the comparative sound in diifer- 
ent parts of the chest rather than from the absolute 

I sound, this varying somewhat in different individu- 
als, it is important to strike, immediately after each 
other and with the same force, portions on one side 
which correspond as nearly as possible to portions 
on the other side. Four or five raps in succession 
are best, and should be quick and sharp rather than 
slow and heavy. More forcible blows are required to 
■ 
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elicit the sounds of deeply seated than of superficial 
portions. The finger or plexiineter should be applied 
firmly on the spot to be examined, and with precisely 
the same amount of fir:miess on the corresponding 
spot on the other side. 

The pressure should be sufficient to condense the 
soft parts on the outside of the chest. Percussion 
should be performed by a movement of the wrist 
alone, the arm and forearm remaining motionless. It 
would be well for the beginner to commence by per- 
cussing the right infra-clavicular region in a healthy 
subject, and to contrast the vesicular resonance found 
here with the flatness of the liver. Next he might 
try to bring out the proper sound of that part of the 
liver which lies underneath the lung. After becoming 
practically familiar with all the sounds in the diflferent 
regions in health, he can try, as a final test of his 
powers, the deep cardiac space. If he can bring out 
the sounds of that satisfactorily, he may consider him- 
self proficient. 

Eeart-sounds. — In health there is no difficulty in 
telling by auscultation wliich is the first and which 
the second sound of the heart by the rhythm and 
the distinctive characters of the two sounds at the 
apex and base ; and generally it is easy to decide the 
question in the same way if the heart is diseased, 
when it is desired to know whether a murmur is sys- 
tolic, presystolic, or diaatolic. But sometimes it is 
impossible or difficult to do so. In such cases, if the ^ 
apex-heat can be felt, this being synchronous with the 
first sound, the problem is at once solved. If it can- 
not be felt, the radial pulse will settle the point, or 
still better the carotid, which is more nearly synchro- 
nous with the first sound of the heart. 




I 






\\\ 







A 



(fAti-zr. 








otu*^^^ J^^Ji,44u^fUA,»i^ &^ ikJwy... 



PART I. 

PHYSICAL SIGNS. 
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AUSCULTATION AND PERCUSSION. 



TABLE NO. 1. 



VARIETIES. 



Vesicular Bespiration. 
(Pulmoiiaiy.) 



Puerile Respiration. 



Senile Respiration. 



Tracheal or Laryngeal 
Respiration. 



character of the sound. 



Inspiration. 

A softy diffused sound of a breezy character, grad- 
ually developed and continuous. Increased in in- 
tensity with the rapidity and force of respiration, 
and prolonged by a full inspiration. Low pitch, 

Eocviration. 

Not vesicular, but feebly blotving in quality. 
Pitch lower and intensity much less than in inspi- 
ration. Usually not more than one fourth the 
length of inspiration, and absent in about one 
third of the cases. No interval between inspira- 
tion and expiration. 



The same quality, pitch, and rhythm as the (pol- 
monary) vesicular murmur, but exaggerated or 
intensified in degree. 



The same as the vesicular respiration, except 
that the intensity is diminished and the expiration 
relatively more developed and longer. 



Inspiration,^ 

Tubular ivouality, loud, drjr, and hollow. 

High pitch.^ An interval between inspiration 
and expiration. 

Expiration, 

Tubular in quality. Uniformly present. As 
long as the inspiratory sound, and generally 
longer. More intense and higher in pitch. 
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RESPIRATION IN HEALTH. 



HOW PRODUCED. 



Inspiratory Sound. 

1. "By vibrations excited in the in- 
ward carrent of air by its friction 
against the walls of the air passages. 

2. By the obstacles presented by the 
subdivision of the bronchi ; " and 

3. By the forcible separation of the 
walls of the pulmonary vesicles, which 
after the previous expiration have be- 
come more or less adherent on account 
of their natural moisture. 

Expiratory Sound, 

Simply " by the vibrations excited in 
the expired air b^ its friction against 
the walls of the air- passages." 



The greater intensity of the murmur 
is owing to the greater freedom of the 
action of the lungs in early childhood. 



The change is owing to the attenua- 
tion of the walls of the air-cells in aged 
persons. 



By the rush of air through a tube of 
considerable diameter, rough and irreg- 
ular on its internal surface, and possess- 
ing sound-reflecting properties. ^ The 
higher pitch of the expiratorpr sound is 
due to the greater contraction of the 
glottis by the approximation of the vo- 
cal chords in expiration." 



USUAL SEAT. 



All parts of the chest. There are 
variations in the intensity of the mur- 
mur in the different regions of the chest, 
there being more in the infra-clavicular 
and inter-scapular and in the axillary 
and infraraxillary regions than in the 
mammary and infra-mammary regions, 
and least of all in the scapular region. 

Sometimei there is ciso a slight disparity be- 
tween the two sides, in which case the yesicu- 
lar quality is more marked and the pitch lower 
on the left than on the right side, in the latter 
there being a slight approach to the character 
of broncho-vesicular respiration (T^ble No. 
4), t. e., expiration a little longer with higher 
pitch, and inspiration a little shortened. 



In children, in all parts of the chest 
where the ordinary vesicular respira- 
tion is audible. 



In old age, in all parts of the chest 
where the ordinary vesicular respira- 
tion is audible. 

In the supra-sternal region, over the 
trachea and larynx. 



22 ■ AUSCULTATION AND PERCUSSION. H 
TABLE NO. 2. - RESPIRATION IN DISEASE. ^M 


TABirms. 


„w™o,™.„„„. 


«OWP«Ot,OC«,. 


EXIOOBBATGD BBS- 

(Pnnita, rapplemeDtsfr, 


Like the healchj Tciic- 
ukr murmur in pitch, 
rhfthm^ aud qunlit/, but 
inleasified in dejree. Iden- 
tical in character with the 

health J children. 


By the escrasife actim 
of ccrtaiQ healthy porlionB 
of tha luDgs, set up to sup- 
ply the deficiency of re»- 
piration in other portions, 
which ere destroyed or 
aSccted by disease. 


Feb B LB Rbbpiba.- 

(DiBiokhed, *«rt.) 


" The ordinary vesicular 
murmur, not altered in 
character, but simply A- 
miniahedmi^euiityunddu- 


By any eHuna which in- 
terferes wilh and prevcnta 
the full inflation of the 
lungs. Such as — 

1. An obstrnclior to the 
jiasaageof a^rinBomepo^ 
tion of the air tubes. 

3. An obstruction or 
over -distention of the air 
TSflicIea. 

3. Some restraint on 
the movemeDta of the 
chest- 

4, The reapiratory mnt- 
innr may be imperfectly 
transmitted to the ear, 

solidB, or air. 


ScpPHEsaED Rbbpi- 

(Abwnt.) 


No sound is heard. 


By very great obatrnc- 
tion to the entrance of air, 
or by tbe interposition of 
fluid or air in the cavity 
of the pleura, preventing 
the transmission of the 
sound. 


L 1 
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ABNORMAL INTENSITY. 



USUAL SKAT. 



Not peculiar to any portion of the 
chest, and not diffused jjenerally 
throughout both sides of the chest, like 
the healthy puerile breathing, but 
limited to certain spots in the vicinity 
of diseased portions of the lungs, or 
heard all over the healthy lung, when the 
other is diseased. If heard all over 
hQt\i lungs, it is to be regarded merely 
as an individual peculiarity and not 
as a sign of disease. 



Variable. The whole or a part of a 
lung. 

Feeble respiration, occurring in so 
many conditions, becomes of diagnos- 
tic importance only when associated 
with other phenomena. 



" May occur in any portion of the 
chest, but always limited to one or more 
parts, and usually to the whole or some 
portion of one lung only." 



DISEASES INDICATED. 



Pleurisy. 

Pneumonia. 

Phthisis. 

Vesicular emphysema. 

Apoplectic efFusion. 
Carcinoma. 
Spasmodic asthma. 
Pneumotlxorax. 
Foreign body in bronchus. 
Aneurismal or other intra-thoracio tumon 
pressing on certain bronchi. 



1. Cronp ; oedema or spasm of the glottis ; 
inflammatory exudations in the larynx ; for- 
eign body in a bronchus; mucus, serum, blood, 
or pus in bronchus ; swelling of mucous mem- 
brane in bronchitis ; asthma ; permanent con- 
traction of bronchi ; tumors pressing on bron- 
chi, t. e., aneurism or enlarged lymphatic 
gland. 

2. Phthisis, pneumonia, pulmonary oede- 
ma, vesicular emphysema, extravasation of 
blood. • 

3. Paralysis of costal muscles or of dia- 
phragm; general debility; permanent contrac- 
tion after chronic pleurisy ; old pleuritic ad- 
hesions ; deformity of chest ; the pain of acute 
pleurisy, pneumonia, intercostal neuralgia, 
pleurodynia, or peritonitis : the mechanical 
interference of ascites, pregnancy, and abdom- 
inal tumors. 

4. Pleuritic effusion, thick layer of lymph 
on pleura, hydrothorax, pneumo-hydrotho- 
rax, tumors, thick layer of fat on outside of 
chest. 



Same diseases as feeble respiration, 
with this difference, thnt it indicates 
more decided anatomical lesions. Most 
commonly observed in connection with 
excessive effusions of fluid or air in the 
pleura. 
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TABLE NO. 3.— RESPIRATION IN DISEASE. 



VARI1GTIS8. 


GHARACTSB OF THJB SOUHD. 


HOW FBODUCSD. 


Jebking 

RSBPISATIOir. 

(Interrupted, wary, 
cogged- wheel.) 


Both soands, especiallj' 
the inspiratory, instead of 
being even and continuous 
from their commencement 
to their close, are broken 
into one, two, or more parts. 


1. B^ some local obstacle 
to the ingress or egress of air. 
Usually the pressure of tu- 
bercular or other deposit, or 
the presence of thick mucus 
in the air passages, or spasm 
of a tube. 

2. By nervousness or shrink- 
ing on account of '^ain. 


Prolonged . 

EXPIBATION. 


The rhythm changed so 
that the expiration is length- 
ened absolutely and rela- 
tively to the inspiration, 
which is generally short- 
ened. 


I. When the air-cells are 
over-distended and have lost 
their natural elasticity from 
this distention or (2) on ac- 
count of deposits in their 
walls, the air has difficulty in 
making its escape. This dif- 
ficulty may be increased in 
the latter case by the promi- 
nences produced by the de- 
posit on the interior of the 
fiiial bronchial ramifications, 
these prominences opposing 
obstacles to the rapid egress 
of air. 
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. ABNORMAL HHTTHM. 



VSOiJ. BBAT. 


„.„.„™.o«™. 


1. Limited Co a part of the cheet, 
iiaufilly Dna of thn apkea, where it is 

2. Generaily diftosed over tlio eheaL 

< 


I. Incipient phthiEis. 

Aathina. 

PlennV. 
Fleaiodvnia. 


iBhalthjpmoM. 



1. Emptivsemi 

(il non-tubnlu Ull 
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TABLE NO. 4. — RESPIRATION IN DISEASE. 



V.,.™.. 


O..AK*CTS«0.,H« «.„„.. 


.™„^. 


Bbonobial 
Bbsfiration. 

(TaboLir.) 


Qnalily (uiiJor, non- 
Tesicnlar. Intensity vari- 
able, pitch high 'ln=pi- 
ralorT soand shortened; 
ends before end of inspi- 
rfttorj act. Rarely ab- 
sent. Can be imitated by 
blomiQK throuKh a tube 
fonned by the fiugere and 
palmofoDBhaDd. 

Eipiraiinn. 

Qnality tubnkr. Pro- 
longed; as long as or 
longer than the sound of 

tense, mtch sdU higher. 
Raiely abseat. 


It alwfiva denote) cousid- 
rriible ^ complete aolidijk-a- 

dthor-ny tha I0li:iou of 
somo morbid matSftl or hv 
^ipresaion. Tl^nvolvps 
ffipprsHion ol lh*vesiculnr 
fewm«r. The (fund pro- 
anced by the ^mmo "f air 
throngh the b^chi, which 
m iK'tLlth is sHBed by tha 

JiTEd inaudibk, is ,ma trans- 

by the Mlldified lane, which 
U a better sound-con dncror 
than the healthy lung. 


Bbofcho-tesiou- 

LAB RbSPIBITION 


Impiratiot. 

The tubular and Tesic 
niar quality combined in 
Taried proportions, and 
the pitch raised in pro- 
portion to the amount of 
tubular qaality. Dura- 
tion frequently flhortened 
at the end. Intensity va- 
riable. SoroetiueB ab- 
sent. 

Expiration. 

more intense than inspi- 
ration. Pitch higher than 
In inspiration, Qtmlity 
according to quality in iii- 


Being a combination, in 

plntdon, it IB produced by 
the lame cauee as the pie- 
ceaing, although not to the 
■ane extent; ibe nmonnt of 
solidification not being auf- 
Hdent to extinguish aiTresic- 
nl AT murmur. 
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, ab:normal quality and pitch. 




■>—-"■ 


In phthisis and pleuHsy cenernllj' 




in iho upper part cd thit che«t. In 
jjiieiimonk generally thu loiver part 
behind. (Specially qq th<: right side 


Phthisis 


rienntic effusion. 




Id other eases variable. 


rolUpjia Qf pnlmonaij lobulea. 






DfIih IdrntiDd wllb tbe be^thr " TmeheLl 


Puimoiarj »popl«y. 


Rexplrutlcin," iCDu;* be studied in tbe euuu 




iterual wgloa o[ > jound peraon. 


11) lire ptricanllum. 






l'^ 




Same as the preceding. A very 


Same aisenses as the preceding, 


important Bigo in the diagnosis of in- 


cipient pkkisia. 


illratioa. In the resolution of acute 




lohar pneumonia (croupous}, all viiri- 




eti"6 of tbe soQDd mnv be heard by 
daily aaacnltalion, from that which 






verges on the bronchial in complete 




sotidificHtion, to that which vcr^reg on 




the vesicular, »hich comes with re- 







J 



AUSCULTATION AND PERCUSSION. 

■'A 



TABLE NO. *, Cmfmaerf. — RESPIRATION IN DISEASE. 



„.,„„. 


""«■«""'"■»«""■ 


„.„.r„..„,,.. 


RESHaAtlON, 


QiiiiliiyWoir.n3 simply; 
non-vasicular. iion-tobii- 
lu. OftBQ mixed with 
eurgUng. (Table No. 5.) 

Ermrallon. 

Quality blowing. Low- 
er pitch than inspiraiiuu. 
May be absent. t)£t(n 
uiixad with furgling- 


Pmilueed by ihc imssnge 
of niCinto and *m a cav- 
iiy vrith^wrW <d|/s. 

Absent when the cavity is 
filled with liquid, ..r wlien 
the tubes leftding to it are 
obstructed. If deep se^ittd, 
tuid beneath sulidilied laae. 
it may be droniKd out bv ilio 
toud IsonchUI rcKpiratioD. 

llftl*«Iso U^ObBCUlf it. 

iBmbeittiitatcdbyblow- 
incVlo !A-ciivily {urraed by 
thu Hro huida. 


AMPiiontc 

Rbspibation. 


A kEiid of rouslcal m- 
tonntioQ like ihe tonnd 
producpd by blowing 
upon the open moutli o£ 
a decanter or phial. It 
may accoropnny either 
ioBpiration or exi)iratiou 
or IWth. It may lie bum- 
niinp and o£ low pit,:h or 
detiiiHlly riDging tmd 
metallic. 


Not^tised, like caTcmoas 
rcjoirafton, " by the/r« ciVm- 
laSmii air within a cavity, 
bnPSf the current of air in 
iha Eronrhial tnhes orfinj 
vpon the air contained within 
a ettv]ly." The cavity must 
have more or Ices rigid uralls, 
which do not collapse with 
expitation, it mutt be «£ 
considerable bize. partinlly or 
entirely free tram liquid con- 
teria ; there must be an un- 

fik merely a very ihin sep- 

tobc and the cnvitv, and Ibe 

the levul of the liquid, if 
there ba any liqaid. 
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ABNORMAt QDALITT AND HTCH, Continued. 



CSUAI. SRiT, 


„.^s.s™,..^. 


Being vastlj more common m 
phthisis than in other diseases, its 

Mot is genersUr at the aummit of the 
cheaL 


Phthisis. 

Cucw. 

Bnmebisl UhtMlon. 


Generally confined to a drcnm- 
wribed spftce, bnt U lometimes dif- 
fused more or less over the chest. 


StUI man nnlj in sbK«a, gM. 



I 
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TABLE NO. 5. % 



VARIETIES. 



I. Tracheal 

AND 

Lartnoeal 
Bales. 

a, Drji or vibrat- 
ing. 



b. Moist or bub- 
bling. 



II. Bronchial 
B&les. 

a. Dry or vibrat- 
ing, 

(1.) Sonorous 
Bales. 



(2.) Sibilant 
BIles. 



CHARACl'EB OF THE SOUND. 



"Whistling, wheezing, crow- 
ing, whooping, etc Most 
of them are heard without 
special auscultation and at a 
distance. 



Bubbling sounds, often 
called " death-rattles." 



Low-pitched, musical sounds, 
compared to snoring, cooing, 
buzzing, grunting, hamming, 
a note of a bass-viol, etc. 



High-pitched, whistling, 
hissing, or clicking sounds of 
variable intensity and dura- 
tion and irregular recur- 
rence. Often compared to 
shrill musical tones, the cries 
of young animals, the chirp- 
ing of birds, whistling of 
wind through a keyhole, etc. 
Heard with the respiratory 
murmur, or the latter may 
be masked. Loudest in asth- 
ma. 



relation to nrariRATioN 

AND EXPIRATION. 



Mostly with inspiration. 
Sometimes with botn. 



With both. 



With both or either, es- 
peciidly with expiration. 



With both or either, es- 
pecially with inspiration. 




Auscultation and percussion. 
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rIleIS (Rhonchi). 



HOW PRODUCED. 



1. By contraction at 
the glottis from spasm, 
oedema, exudation of 
Ijmph, etc. 

2. By diminntion of 
calibre of tube below the 
glottis. 



By the passage of air 
through mucus or other 
liquid in the tube. 



" By the vibrations ex- 
cited by the passage of 
air through the larger 
bronchi, irregularly nar- 
rowed, either by spas- 
modic contraction of tneir 
circular fibres," or by 
swelling of their mucous 
membrane, or by the ad- 
hesion of viscid mucus to 
their walls, or by the 
pressure of a tumor. 



Produced in the same 
manner, but in the smaller 
bronchiai tubes. 



USUAL SEAT. 



Larynx and trachea. 
These sounds are often 
propagated through the 
bronchial tubes and 
heard in the chest, where 
they may, in a few cases, 
be thought to originate. 
Auscultation of the 
larynx and trachea will 
.at once settle the point. 



Larynx, and trachea. 



Constantly liable to 
change position. May 
sometimes disappear af- 
ter coughing. They are 
either — 

1 . More or less diffused 
over the whole chest ; or, 

2. Confined to one side 
of the chest, or limited 
to a ciroamscribed space. 
(In phthisis the circum- 
scribed space is gener- 
ally at the summit of the 
chest.) 



Same as sonorous 
rAles, with which they 
are frequently mingled. 



DISEASES IITDICATED. 



1. Laryngismus stridu- 

lus. 
Pertussis. 
Croup. 

2. Preesiire of a tumor. 
Morbid growths or depos- 
its. 

Cicatrization of ulcers. 
Paralysis of laryngeal 
muscles. 



The moribund state. 

Coma. 

Inability to expectorate. 



1. Asthma. 
Bronchitis. 

2. Circumscribed bron- 
chitis occurring with 
pneumonia or phthisis. 



Same diseases as the 
sonorous rSles, and indi- 
cating that the smaller 
tubes are affected. 
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AUSCULTATION AND PERCUSSION. 



TABLE NO. 5, CmOmued. 



YARIBTIES. 


CHARAOTBB OF THE SOUND. 


RELATION TO INSPIRATION 
AND EXPIRATION. 


6. Moist or bub- 
bling. 

(l.)CoAB8E Bub- 
bling Bales. 

(Coarse mucoug 
rftles.) 


A coarse bubbliDg sound, 
conveying the impression of 
the bursting of bubbles of 
somewhat laree size. The 
"death-rattles^' are an ex- 
aggerated type of them. If 
any solidification of the lang 
exists around the tubes in 
which the sound is produced, 
the pitch is raised in propor* 
tion to the amount. 


With either or both. 

• 


(2.) Fine Bub- 
bling BIles. 

(Fine mucous rftles.) 


The same quality of sound, 
but the bubbles are smaller. 
The coarse and fine bub- 
bling rdles may be imitated 
by blowing into a tumbler 
of water through different 
sized tubes. 


With either or both. 


(3.) SUBCRBFI- 

TANT Bales. 


The same quality, but the 
bubbles are very small in- 
deed. Still, they are some- 
what unequal in size, as in 
the other moist rftles. 
Slowly evolved. 


With either or both. 
When with inspiration, 
near the beginning. 
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AUSCULTATION AND PERCUSSION. 



TABLE NO. 5, Continued, 



YARIETIBS. 


OHARAC3TER OF THE SOUND. 


RELATION TO INSPIRATION 
AND EXPIRATION. 


in. Vesicular 
R&les. 

Crepitant 
RIles. 

• 


Fine, dry, crepitating or 
crackling sounds, com^red to 
those produced by hne salt 
on a fire, or by rubbing a 
lock of hair between the 
thumb and finger close to 
the ear. They resemble the 
subcrepitant, from which 
they must be dieftinguished. 
The crepitations are equal in 
size, dry, not bubbling, con- 
stant, not variable, rapidly 
evolved, not suspended by 
coughing and expectoration, 
and occur only with inspira- 
tion. 


* 

With inspiration exclusively^ 
and near the end of it, es- 
pecially in forced inspira- 
tion. 


IV. Cavernous 
Bales. 

Gurgling 

BALES. 


A hollow, gurgling sound, 
often very intense, some- 
times metallic or amphoric, 
usually of low pitch, convey- 
ing the impression of very 
large bubbles bursting in a 
large space, the lonmiess of 
the gurgling being propor- 
tionate to the size of the cav- 
ity. When this is small, 
hardly distinguishable from 
coarse bubbling bronchial 
r&les. 


With either or both. 
Oftener with inspiration 
than expiration. 

• 
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RALES, Continued. 



HOW PRODUCED. 



Produced, according to 
the most rational theory 
(Dr. Carr's), by the abrupt 
separation, during inspi- 
ration, of the walb of the 
air-vesicles, which had, 
after the preceding ex- 
piration, become adherent 
by means of the viscid 
exndation incident to the 
early stage of inflamma- 
tion. 

ThiB mode of its productton 
oan be illustrated by moisten- 
ing the thumb and finger with 
a little paste or solution of 
gum arable, and alternately 
pressing them together and 
separating them near the ear. 



Produced by the burst- 
ing of large bubbles and 
the agitation of a mass of 
liquid in a cavity o{ con- 
siderable size. When the 
cavity is empty, cavern- 
ous respiration takes the 
place of the cavernous 
rftles. The two signs 
may thus confirm each 
other. Not produced if 
the cavity is full. The 
communication with the 
bronchial tubes must be 
unobstructed and below 
the level of the liquid. 
Therefore gurgling is not 
heard in every case of a 
cavity. 



USUAL BEAT. 



Most commonly over 
the lower part of the 
chest behind, on one side, 
of tener the right 

Often associated with 
the subcrepitant rftles in 
the resolution of pneu- 
monia. 



DISEASES ISDICATED. 



A circumscribed space, 
in forty-nine out of fifty 
cases at the summit of 
the chest. 



Almost pathognomonic 
of pneumonia. 

If heard only over a 
circumscribed space at 
the summit of the chest, 
phthisis is generally indi- 
cated. Even in such 
cases the crepitant r&le is 
Indicative of a circum- 
scribed pneumonic proc- 



Phthisis. 

Cavity from abscess, eir> 
cumsciibed gangrene, can- 
cer, et«. 
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TABLE NO. 6. 



VARIETIES. 



Friction 
Sounds. 



Metallic Tink- 
ling. 



CHARACTER OF THE SOUND. 



Grazing, robbing, creaking like new 
leather, mating, crnmpling, rasping, 
the harshness varying according to 
the roughness of the surface of the 
pleura. 

The grazing and rubbing sounds, 
which are the most common, may be 
imitated by placing over the ear the 
palm of one hand and moving over 
Its dorsal surface slowly the pulpy por- 
tion of a finger of the other hand. 

Intensity very variable, sometimes 
heard even by the patient The 
sound is dry and appears to be near 
the ear, not continuous genetally, but 
jerking, rhythmical with respiration. 
Transient or lasting. Occasionally 
attended with fremitus. 



A high-pitched, abrupt, short, sil- 
very tone, like the tinkling of a small 
bell, dropping small shot into a brass 
basin, etc., consisting of a single* 
sound, or more commonly of two, 
three, or more in quick succession. 
Accompanies respiration, speaking, 
and coughing, especially the two lat- 
ter. Irregular in its appearance. 
Only liable to be confounded with a 
somewhat similar sound in the stom- 
ach. 



RELATION TO INSPI- 
RATION AND £X- 
. PIRATION. 



With both or with 
inspiration alone. 

Very rarely with 
expiration alone. 



With both or 
either ; especially 
at the end of inspi- 
ration. 
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MORBID PLEURAL SOUNDS. 



HOW PRODUCED. 



By the rubbing together of two 
pleural surfaces (pulmonary with cos- 
tal, and often diaphragmatic with cos- 
tal) which have been roughened hy 
lymph or other deposit. 



There must be a large cavity, contain- 
ing liquid and air or gas, and almost 
invariablv there is communication with 
a bronchial tube. • 

There are several different theories 
as to the production of this sound, and 
probably each one of the following 
(which have all been experimentally 
verified) may account for it either alone 
or in connection with the others. 

1. Drops of fluid fall from the upper 
part of the space upon the surface of 
the liquid below, when the patient, 
previously Ijing down, sits or stands 
up. (Laennec) 

2. Air, working through a fistulous 
orifice opening below the level of the 
liquid, rises to the surface, forming bub- 
bles which break and produce the 
sound. (Spittel.) 

^ 3. Simple agitation of the liquid may 
give rise to the sound, as in succussion, 
coughino:, etc. 

4. Bubbles of mucus bursting at the 
opening of a fistulous orifice situated 
above the level of the liquid. 



USUAL SEAT. 



In commo n 
pleurisy usually 
confined to a 
small space at the 
middle or lower 
part of the chest 
laterally or pos- 
teriorly; but may 
be more or less 
diffused, and occa- 
sionally is heard 
over the entire 
chest. • 

In phthisis at 
the summit of the 
chest. 



Generally at the 
middle third of 
the chest, in front, 
behind, or at the 
side. 

Sometimes dif- 
fused over the 
entire chest on 
one side. 

Sometimes a 
circum scribed 
space at the sum- 
mit 



DISEASES INDI- 
CATED. 



Pleurisy. 

Also in phthisis 
and pneumonia 
where there is ac- 
companying s e c- 
ondary pleurisy. 



Almost pathog- 
nomonic 01 pneu- 
mo-hyd rothorax. 

Very rarely in 
phthisical cavitiee. 



J 
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TABLE NO. 6, Continued, 







RELATION TO INSPI- 


VARIETIES. 


CHARACTER OF THE SOUND. 


KATION AND EX- 
PIRATION. 




Such a noise as is produced by 
shaking a bottle partly filled with 








Splashing. 


liquid. 
Only liable to be confounded with a 




(Hippocmtio suocus- 


somewhat similar sound in the stom- 




sioQ sound.) 


ach. 

Often it has a high-pitched am- 
phoric tone, and may be mingled with 
metallic tinkling. Sometimes loud 






enough to be heard at a distance. 

• 
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MORBID PLEURAL SOUNDS, CorOinwd, 



HOW PBODUGED. 



Produced by jerking the body of the 
patient with an abrupt forcible move- 
ment, the ear being in contact with or 
in close proximity to the chest. 

Sometimes produced unintentionally 
by the patient himself, by quick mo- 
tions, such as horseback exercise, 
jumping, etc. 

Tne liquid must not be too abun- 
dant nor too thick, and there must 
also be air in the cavity. 



USUAL SEAT. 



Generally over 
the whole of the 
affected side, ^un- 
less there are ad- 
hesions. 

Very rarely at the 
summit of the chest. 



DISEASES IN- 
DICATED. 



Pathognomonic 
of pneumo-hydro- 
thorax. 

Very rarely in tu- 
bercular and other 
cavities in the lung. 
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TABLE NO. 7. 



Thacheal Voice. 

(Twdieiiphony, lirjTi- 



^^^ NOBUAL THOHACIO 



NORUAL 

Bronchial 
WaisPKB. 



I: 



A strong resonance, with a powerful scnsntion of con- 
cnasion or s/ioct, and also with a fltroug sense of vibralion 
or eliiQl called jremilua, which can be appreciated by the 
ear as well aa by palpattuu. The voice is caaceKlraled taxi 
nmij the ear, aeenuo^ to pnsa right through the atethoecc^ie- 
SometimeB the articulated words are traasmitled so M to 
be heard as diBtinctly aa when coming direct from the 
lips. When this ocean over the chest as a rMnlt of dis- 
ease, it is called pcTfact pectnriloqtii). Oftener, however, 
the traDBmission of speech from [he trachea fumiehea a 
typa of imperfecc pectoriloquy. All these phenomena 
may differ in intensity. The variations io the first three, 
however, — resonance, shock, and tremilos, — do not al- 
ways correspond with the vniiatioua in the diatinctneaa 
with which speech is trausmitled. 



There is little or no shock or fremitus, Whispered 
words are transmitted more or less perfectl;, more so ■ 
fienecally than lond wiirdn ; this feature corresponding to I 
the morbid sign called whispering pectoriloquy. ■ 



much weaker than in traohcophony, 
and ia quite variable in intensity. Often over poitions of 
the chest none is appreciable, and in some persons it Is 
absent over the entire chest. The sound is diffused end 
seems farther removed from the ear, rarely accompanied 
with shock, and not always with fremitus. The sound 
often amounts to little mare than a hniuining or bnufing. 
Ko pectoriloqny. 



The characters of iTia sounds produced by the whis- 
pered Toice are identical with those produced by the act of 
expiration, in all respects except that the wuuds are more 
intense, generally, than those even of a forced expira- 
tion. The intensity is variable, as in ,the preceding. 
There is the same difference between this and the tracheal 
whisper with regard to diffusion, concentration, and near- 
□esa to the ear that there is between the norma] thoracic 
and the tracheal voice. 



AUSCULTATTOy AXD PBRCUSSIOS. 
THE VOICE IN HEALTH. 



nbe, the ihock hr tbe niddeii arrest 
of the cdnnui of expired air by the 
act of tpeaHag, tbe fr^mitoa bj the 
(itnKkioi of the tmlieal tabe in con- 
tMCtioa with tltose of Uie tooI chonls. 
and the dutintt trananusJaa ol speech 
bfthe DoncciiiraiiDgaiidsouiid-rellect- 
ing propeniea of tSe boUow tabe. 



The sound rorresponds to the sonnd 
if eitpiraiion in miebenl or larynjreal 
esnitation, and is in (net identical 



The ribratioDS are irenkencd and 
diffused b/ pafisiiig through the aub- 
dirisiani of the bronchi and the 
apODK? li»iue of the lung before reach- 
ing the surface of tbe chest. 



contuoed in tlie bronchia} lubca. 



Iw Htiifai >L 

lovb on*, tn. tl>i*>. «■*, twe, tkrNk ««•-. 
■ •— -»1i tb« load nM* ud UtK-nfii )• 



Trachea and larynx- 



There are canii<(lcrrib1<< TnrlatluiK 
in this tionnd in the itilTprent re|;loii« 
of the chest, il being imra lutoiiK In 
the iufra-claviculnr nnd InCDT-icBpnUr 
reslons tbui in the axlUary and fnfra- 
HXilUr/ ; and in the Utter mure Ihui 
in the mnmnary and iutra-mammitrT. 
There ia the least rtsuuiuice in tho 
scapular region. 

Tbtn la aluo ntMn « tlight dlflimr* la 
tha twoildoo eomiiuiidTil^ H'hoD Ihan b 
u; tiBtnnn. (tie right iildi l> tl«> miu* 

bwnilua. Thaunnunt n( Ihr (nnillua.hnv 
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TABLE NO. 8. 



SlUINIBHEtl AND SUP- 

Bbso»ance akd Fbe- 



Simpl; lesa in intenbiCf than normal, or absent 
oliogedier. Tbere beuij; no standard of mtensiCj', 
comparisoD mu^t be Dinde beCwceo the two sides, 
allowing, of rourse, for ibc slight possible differ- 
ence in health. (Table No. 7.) 

The frcmitas generally, but not always, le.SBeiied 
in the same proportion ai ' ' 



Incbeabed Vocal 
Besonancb and 

FBEHITOe. 



Merely an increase in iaieaaiiy, without change 
in other respects. Generally associated with tho 
broucho-vesiculac reapiratiou. 



Same as the expiratory soanii in broncbo-venc-' 
lUar respiration, namely, increase of intensity and 
length, more or less tubular in quality, and lugher 
in pitch than the whisper in health, these altera- 
tions being propottiunate to the degree of solid- 
iScaiion.' 



Vocal sound concfntTnUd and near the ear. ■ 
Pitch hig:her than normal. Intensity and fremi- 
tus variable ; may be greater or less than in 
health. 



Whisperino Bbon- 



Same as the expiratory sound in the bronchial 
espiratiou, namely, intensified, long, high pitched, 
nd tubular. 
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^^^ THE VOICE IN DISEASE. H 


.ow„.„™.... 


..„.^,: 


.,SK^aa„„c«K.. 


1 Bj the removal of the 

1 Inngs from ihe ihoradc 

r walls, or by aEythiiie that 

provcnts the citciilation of 

the column of air iu the 

tuLifl which propagate the 

BOUIld. 


When the pie n ml 
cavity is pnriiiilly filled 
with fluid, the vocal 
reBoiianee and frcmituB 
are diminiahed ot Bup- 
pressed lielow the level 
of the liquid, but in- 
creased generally juat 
above the level, owing 


Flenritic effusion, em- 
pyema, hydrotborax, 

oijBlmction at bron- 
chial luhes by mucus or 
hr the presaure of auea- 
rismal or other tumors. 

Id cnmplete inlldlSiistloB a( 

pui,t»TityHLlM»llhUquid, 
pulcuiDU; iideni*. 


By sti^hl rxmsolldaiion ol 
the liui(; ileaae around thJ 

Eonnd-^Teflectinc po^ilE, 

the tabes is iDcrcaB^d,flH 

the pnlmoaarrpaiencti^^l 

, is tendered mom ho J^ 

1 neoiia and a better Boarid- 

i coniluctot. 


iNot confined to any 
pAM of the chest, but 
■fljially mo6t marked 
■fil of the greatest si(f- 
jidcanca towardH the 
rajces of tbe lungs in 


Pbthisia. 

CoinproBBtd lung in 
moderate pleuritic ef- 
fusiou and coUapse of 
pulmonary lobules. 


' Same aa the preialiug- 




Snmeflfl the preceding. 


except that the totidifica- 
(ion 11 greater, and Bome- 
times eampleu. Less solid- 
[ficBtion IB required than 

fore bronchophony may be 
associnted wltb a bronctio- 
vesicular respiralion as 
well u with bronuhial. 


erally the middle and 
lower thirds behind. 

when exUting at the 
apex of the lung. 

In pleuritic effusion, 
over condensed lung at 
Bummit of cheat. 


Pneumonia. 
Phthisis. 

I.ung eoBHaati hj effu- 
Sjdtolhnnu, Drbj prmur* 
pulmoBiry lotnlo.. Mnwr, 

lung- 




Bute u the preced- 
tog. 


Same as tbe preced- 
ing. 


^jg^^^^^ 
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TABLE NO. 8, Continued, 



YABIETIKS. 


CHARACTER OF THE SOUND. 


Caybrnous Whispbb. 


Same as the expiratory sound in the cavernoas 
respiration, namely : low pitch and blowing (non- 
tubular) quality, with variable intensity. 


Amphobio Voicb and 
Whispeb. 


A ringing sound of a metallic quality, not dis- 
tinctly articulated, not transmitted forcibly 
through the stethoscope, but resembling the 
sound produced by speaking into an empty jar. 
The amphoric quality may accompany the loud 
voice or whisper^ more especially the latter, the 
resonance and fremitus of the loud voice obscuring 
somewhat the musical intonation. 


Pbctobiloqut and 
Whispering Pecto- 
riloquy. 


Articulated wordt are transmitted directly through 
the stethoscope into the ear. This is more fre- 
quent with the whispered than with the load 
voice. Care must be taken not to confuse the 
words coming directly from the patients mouth 
with the transmission of them through the chest. 
Unless a double stethoscope is used, one ear must 
be closed. This is a rare sign, but the type of it 
can be studied in health in connection with 
tracheal voice. 


iEoOPHONT* 

• 


A tremulous, bleating or quavering sound, like 
theory of a goat, from which the term is derived, 
and often compared to the " Punch and Judy " 
voice. Synchronous with, but of a higher pitch 
than, the voice of the patient, or else follow- 
ing it like a feebly whispered echo, and rarely 
traversing the stethoscope. 


Metallic Tinkling. 


^ Has the same characters when heard in connec- 
tion with the loud or whispered voice as with res- 
piration (which see), but is more intense. 
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^^H THE VOICE IN DISEASE, Crmiinmd. 1 


^m H..W 


.......... 


..s..s.s».,c.™r.. 


^^^H Proiiiiced liy tho 


generally at aummit of 


Phthisis. 


^^^H passing out of an empty, 




^^^H superacioJ cavity whh^c- 


cheat, - 


PurulBiil, pingrcnouB, or 




ouiMroua owaration. 




OrinolberpiTra. 




^^^H By the revorbcrntion ot 


Same as amphoric 


Same hb amphoric 


^^^^1 the voice, caiidiig an echo, 




respLratlon. 


^^^^H ju a lari.>e cavitv with rigid 






^^^^1 walls, and xnbject to the 






^^^^B tame conditions as in the 






^^^^B proihictiou of amphoric 




T 


^^^M Tespiratiou (which Bee). 






^^^V " Sometimes by the coii- 


"Not confined to any 


Chieay Phtliisia. 


^^^^^ deaaalion of lung tissiio 


portiou of the lungs, 
but occurring most 
commonly at the apices 
and in the upper lobes." 




F around a large broncliiis, 




1 of the sound to the ear is 


poucblike dllHljilion at broo- 


■ facilitated. Mote cener- 

^^^H nlly by the formation of 
















^^^^1 iound-reileccing walls," 






^^^1 By Che yibratimiK conse- 


Not confined to any 


Pleuritic effneioa. 


^^^H qneoC on the enistence of a 
^^^^ lUn etratnm of liquid in 


portion of the chest, 






■ the pleural cavity. 
' Hbt apL to occnt when 


near the inferior aiiRle 


Eiupjema. 


of the scapula ; from 


the chest is mote than half 


here often extending 




fall of liqnid. The lung 


to the' inter-scapular 




must be more or less con- 


space, and, in a lone 




densed at the level of ihe 


from one to three tin- 




Lqnid. This acconnu for 


EHTE broad. Following 


^^^H 


the eleTation of pitch. 


The line of the ribe to- 






wards the nipple |ihe 
patient sitting). Thia 
line indicates not the 




much Uouid, tho leKophony 
stops. Therefora in acute 


^H 


nlentisy it rarely con tinnea 
longer than two or three 


level of the liqnid, but 
the points where it has 


^H 


1 days, aometimcs only for a 


the requisite dc^ee of 




^^_ fewhonn. 


tbinneaa (o prodncc 
icgophony. 


^ 


^^H A» Table 


As in Table No. 6. 


Mostly Puenmo-hy- 1 
drothorox. ■ 
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TABLE NO. 9. 



t 



V..™... 


™^™.o, „..»„. 


MOW PRODDORn. 


NOKIUI. Vebjc- 

Resonincb, 

(Pulnmiiry.i 


HOUDd, of low pitch, ilH qual- 
ity am' gentrit, only to be np- 
preciated by actiiBlly hearing 
ft, uud its inUnaitr varying 
with the force of 'the blow, 
the eliuticiCy of the chegt 
nalU, the thickncu of the 
iBjar q! muKles and fat cov- 
ering them, and the degree 
u( inflation of the lungs. 


By the vihration of the 
ftir in ihe uniform, elastic, 
spongy tissue of the lung 
when perciUMd. 


' Flatkbss. 


The sound ia complet^ls 

produced by pareaBBtng the 
thigh or shunlder. The 
finger nsed as a pleximetec 
experiencou a greater eenae 
of resistance than Qormal, 
especially [nearly life, before 

ceased to be elastic. 


The absence of resonnncc 
is occasioned bv sgtubi or 
pns in the pleunil lac, Mrum 
in the aTF-vesieles, complete 


DULLKBBB. 

(IHmliiiahed reiio- 
mmce.J 


Intermediate between the 
two preceding, the vesicular 
roBononca being not lose but 
oalf partiaUg deadened. The 
rfecjrce of dullniiss varies in- 
d finitely. The pitch is 
higher than normal. The 

degree of duUncsa. 


By the same caoaes hb the 
preceding, though exialing 
to a leaser extern. The rela- 
tive proportion of solids or 
liquids to air in the lungs ia 

i 
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PERCUSSION SIGNS. 



WHEBE OBSEBYED IS HEALTH. 



Most strongly marked in the infra- 
clavicular regions. In the scapular 
and interscapular regions, on account 
of the layers of bone and muscles, the 
resonance is diminished, as it is also 
where the lung overlaps the heart and 
liver. In different regions the reso- 
nance varies so much that what would 
be normal for one would be decidedly 
abnormal for another. Each must be 
carefully studied by itself. The area of 
healthy resonance is of course greater 
with a full inflation of the lungs than 
in tranquil breathing, and less with a 
forced expiration. 

In some persons the resonance is slightly 
diminished on the right side in the infra- 
clavicular region in health, but never on the 
left side. 



DISEASES IKDIGATED. 



Over the liver below the line of he- 
patic flatness. 

The lower border of the right lung marks 
the line of hepatic flatness, and the upper 
border of the underlying liver the line of 
hepatic dullness. 



Over the heart and spleen ; in the 

{>Iaces where the limgs overlap the 
iver or heart ; over the mammary 
gland in females ; over thick layers of 
muscles on the ribs, especially behind ; 
and all over the chest in very fat per- 
sons. 

In some persons there is in health a slight 
degree of dullness at the summit of the chest 
on the right side. 



Pneumonia. 
Pleuritic effusion. 
Empyema. 
Hydrothorax. 

Phthisis, pulmonary oedema, condensation 
of lung from compression or from pulmonary 
coUapse, cancer, aneurism, etc. 



The same diseases as the above, 
where the same physical conditions 
exist to a less extent. In many of 
them dullness is more common than 
flatness. The deposit of phthisis is 
very rarely sufficient to give rise to 
more than dullness, and miliary tuber- 
cles, unless in |^eat quantities, may 
not even give nse to dullness. Con- 
gestion of the lung may give rise to 
dullness, but never to flatness. 

Rarely we find dullness in emphvsema, 
owing probably to increased tension ox lunn 
and walls of chest. There may be slight doU- 
ness from exudation of lymph on pleura. 



■ 
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TABLE NO. 9. CmriiBuerf. ^^^H 


v.,,,™.. 


o„„„„„,„.«,™.. 


„w„.,c^ 




A drum-like Hound, as its 


It rcqnires for JCb prodnc- 




name BiBniJiGa ; the tunn 
often uBi'd to denote any n-i- 


tion n lan?« space filled with 




air, and bounded bj moder- 
atf^ laue, elastic walls, caps- 




onaiico which i> not veiic- 




ular. It is of TBriable ia- 


hie of reSectine eonoroas vi- 
brations. If, bowever, ths 




tsnaitv, either sreater or less 
than rhe vesicalar, of higher 




tension is txfreme, [he con- 






tained air does not vibrate. 






the tj-mpanitic quality is 


1 


the finger. 


lesseuBd or deerrojed, and 

dull. Wht^na'commoDdrum 
ifl mnde eitnvitt^ tight and 
there is no escape for the air, 
the same dull effect i» pro- 
duceil on betair struck. 

curs under the following coa- 

1. F^m nir or pa in the 
plearal cavltj. (Here the 


Tympanitic 
Rebonance. 




thaa the normal vesicuUr.) 

S. From air in pulinonary 
cavities. 

3. Singularly enough, and 
contrary :o what might be 
expected, tympanitic reeo- 
nance is oflen heard over 










partially mytidi^fitd lung (giv- 






ing place to lialtousa when 






the soli difical ion becomes 


^^^H 




complatt). 






When, thfl upper Ipbo in tHug 


^^H 






^^^H 






^^^B 




menlB, It t> gi^numll; explained 


^^H 




bf Mjing tliBt the refloiuince miml 


^^^H 






^^H 




pat of the trachM Bod the pri- 


^1 




durled b! SQlUl^ed thsn bf 


^^^B 




heilthy lUDE -. and when the 


^^^H 




lower lobe i> eolidlfled. that the 


^^H 




IjTBpunitlo rewmnee. 11 piMenl, 


^^^^H 






^^H 




th. .lomwh 07 colon, Puller. 






honerer, thlnkt It eomei from Ihe 






preaenfe xt ilr pent op In lung 












eoMolldJLted tj«ue. Skodi Md 


■ 




other, cipUin It bj diminnljon of 


1 
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PERCUSSION SIGNS, ConHnued. 



WHEBB OBSEBYBD IN HEALTH. 



Heard over the stomach and bowels. 



DISEASES UVDIGATED. 



Pnenmothoraz. 

Pneamo-hydrothorax. 

Phthisis. 

GaTitiM after absoMs, etc. 
Dilatation of bronfihl. 
Pneumonia. 



it J 



« « • 



* * ^ - -i 
t ■* tj ^ J •* 



J ^ -> J J 



r 
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TABLE NO. 9, CoBtinnal. ^ 


1 


V.K:-™. 


CHAKACTUl or TBS GOCKD. 


BOW PBODUCED. 




IntertnediBle belveen the 


1. By abnormal dilatation 






normal veBXciilBC and the 


of the air cells. 










a. If the Bffnaion in pleu- 








partaking of the chHracCers 


risy rises much above the 
middle of the cheat, the pres- 








of Bflih. The pitch high in 








proportion as the tympunitic 
quality prudoniinates. Id- 








the liquid, and dulinesa en- 






EXAOOBBATED 


tenait/ greater than normal. 


sues. With a less amount 






Rksohxnce. 




of liquid, however, the reso- 
urce is generaJIy exaggera- 






(Vuinilo-IjiD- 










tudtn.) 




solidifies one lobe, the reso- 
nance over the other is gen- 

ably totb cases are explained 


















by Bssnmiug a coudiLion ap- 










proximating w emphysema 
in ibe lobe aboie the liquid 










in pleurisy, and in the 










healthy lobe in pnenmouia. 




. 






ihey espaading proportion- 
ally to the expansion caused 










by the diseased condition in 




■ 






the affected part. 




■ 




A kind of miuical intona- 


The cavity mnst coniain 






tion, like the sound obtaioml 


air, mnst iave somewhat 








by percussing an empty jar 
(amphora). It may be imi- 
tated hy closing the mouth, 
inflating the cReeks, but not 


rigid walls, must be snper. 






Amfhobid 


ficial or else covered by so- 






Bbbokahcs. 


lidified lung, and there must 








be free communication with 








too teusBly, and then filliping 
them with the finger. 


the bronchial tubes. Tha 








sound can be heard better 










if the ear or stethoscope is 










brought close lo the patient's 










open mouth. Use slow and 










heayy percussion. 






Like the sound produced 


Produced exactly as in the 






by striking a cracked earth- 


school-boy trick referred to, 






Cracked-Metal 


enware or metal jar or other 


by the sudden expulsion of 






Rebohance. 


vessel Can be imitated by 
the Bcbool-boy trick of foM- 


air, and its forcible contact 














(Bruit do pat IIU.) 


ing the hands so as to form 
a nollow, and strikiog the 


tbrongb which it is driveo. 








The same conditions are nee- 








back of one of them on the 










knee. A loud, short, hollow. 
















M 


k 


with hissing. 






1 


I »- 


_i 
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PERCUSSION SIGNS, Continued. 



WHBBB OBBSBYSD IK HEALTH. 



DI8BA8S8 INDICATED. 



Occasionally produced in children 
orer a primaiy bronchus, owing to the 
yielding of the costal cartilages. 



As in the preceding. 

It may be produced unintentionally 
by the imperfect application of the 
finfi^r or pleximeter to the chest walls, 
and the expulsion of air from beneath 



it. 



Emphysema (vesicular or interlob- 
ular or secondary to phthisical de- 
posit, etc.). 

Pleurisy with efihision. 

Pneumonia. 



Mostly phthisical cayities, some- 
times pneumo-hydrothorax. 

Oeeadonallj at the summit of the chest in 
pleoxii^ with effusion. 



Mostly phthisical cavities. 



Oocasionally in solidification of the upper 
lobe from inflammation or condensation, 
where the air is suddenly and forcibly ex- 
pelled through the bronchus, especially if 
percussed near the sternum. 



PART 11. 



I 



THE PHYSICAL DIAGNOSIl 

OF THE LUNGS AND HEART. 



^^Fm 


THE PHYSICAL DIAGNOSIS ^^^^H 




TABLE NO. ^^^^B 


^H ....... 


'«KH^™r 


P^coss,o„. 


BRSFHtATlOa. 


^^^H ACDTB 


DiminndoQ in 




Feeble. 


^^^H PLEDKIST. 


respirator/ move- 


dullness. 


Jerking. 


^^^1 Stage. 


ofpain. Body bent 
towards affected 














side for tbe aame 






^^^m 










Little or ao mo- 


A sense of re- 


Feeble, broncho- 




tion of the chest 


sistance, and Jlat- 


veaicular or bron- 




walla on the affect- 


n«i or daUnesi at 






ed aide, hut in- 


the base of the 






creaaed motion on 


chest, torminaiing 


lung, with occa- 




the healibr side. 


abruptly aboro in 


sionally a feeble, 






a curved line which 


distant, bronchial 




aide ID all direc- 


la not altered by 


respiration all over 




tions bj measure- 




the chest. 




ment, and obliteni- 


which may be made 


liospiratiOQ pen- 


^^H Second Stagi. 




to shift by chang- 


erally suppressed 
below the level of 




B paces, especially 


ing the patient's 


^^^H [ZSoiioa at 


at lower part of 


posture, unless 


the liquid, but in- 
creased on unaf- 




chest. ^ 


there are adhesions 




of the pleural sar- 


fected side during 






taces, or the chest 


all three stages, 






is full of liquid. 


eepecially in this 






Generally awig- 


stage. 






geraled resonance 








above the level of 








the liquid, and 








rarely the amphoric 








or the cracked- 








metal resonance at 








the summit. 




^^M 


Mobililyof cheat 


The line of flat- 


Heapiration grad- 




walls partially re- 


ness is BTttdually 
lowered, but dull- 


ually returns to ita 




turning, iDtereostal 


normal condition 








from the summit 




normal, and en- 


foT In ° nd^nkf 


feeble often &r 




largement diaap- 


time at the base of 


^^H Third Stage. 


peoring. 


the chest, where 


weeks and montha. 




After recovery 


the compression of 


Absence of respi- 


^^^H naoludoD.) 


there occura, in 


the lung and the 


ration at the base 


some cases 


Bcconiulation of 


frequently remaina 




(tbongh seldom in 


solid plaatic mate- 


for a long time. 






rial is often very 






chronic pleurisy), 


great. 






contractioD of the 






1 J 


whole side. 
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TABLE SO. 10. 


_ 1 


rXlm. 


l^^^^i^C. 


„,.„,o.. 


— 1 


Rubbingfiieltm 




Deep-seated ten- 


Whenn 


Dt spe- m 




.o««d> often 




der oess. 


dfied, the 


■,i'z I 




heard, which are 










almost pathogno- 






table an 


■ 




monic when St 








r the ■ 




themlddleor infe- 






affected portion ^M 


■ 


rior part of chfst, 
orairoverlhaside. 






of the lung only. ■ 


A friction 


Lessened or 


Fluctuation soma- 


Generally the | 




Bound ia rarelv 


euppreasfld below 


times apparent. Vo- 


pleural ca 


rity is ■ 




heard even in thfs 


the level of the 


cal fremitus lessened 


not mora 


than ■ 




stage, where the 


liquid, but in- 


or suppressed below 


half or two 


thirds ■ 




r long is attached 




the level of the liquid, 


fuU in 


acute ■ 




by bands of false 






pleurisy. 








chophony above 


If the heart ia dis- 








tboractc walla. 


the level, or pec- 


placed, it may be 
heanl and often felt 








and also ovi>r the 


toriloquy (espe- 










d.iirii,i..fi 

pneumonia, or 


pulsating even to the 








higher op. 


right of the sternum. 










pleurisy with 


or farther (o the left 








1 


phthisis), heard 


than normal in the 








1 


Eest oier the 


direction of the ax- 








L 


BCBpularand in. 


illa; the displace. 








i 




ment being to the 








I 


gions on account 


right if the effusion 








1 


of the usual sit- 


is on the left side, and 








■ 


uation of the 


to the loft if the effn- 






^H 


1 


rtiflevefot^th^ 


sion is on the right 




^^^^^1 


^H 


I 






^^^^^1 




P 








f 


■ 


liquid. 






^^ 


_ A rasping, ftrat- 
ing,crea\iog, 


Gradually ap- 
proaches to tfie 


Sometimes a fric- 




1 


Ir 


tion fremitus. The 






rough,/rictio« 


normal. Some- 


heart, if previously 






murmur is now 


times segophony. 










very often ob- 




^idia. unless held 








served, especially 










with a. deep in- 












spiration, some- 




andcurioualy enough, 












the suction force 








to be heard at a 




canaed by absorption 








distance, and ra- 












1 iTing in duration 




it too far in the oth- 








L from a very abort 




er direction,— if the 








1 time to aeyeral 




efFnsioD has been 








■ months, ceasiniF 




right-Bided, towards 












the right; if left- 
sided, further to the 








1 








1 


1 




left than normal. 




■ 


i 


J 



^ 


3-HB PHYSICAL DIAGNOSIS ^^^^M 


H 


TABLE N 


0. 10, Coolinaed. 


^ 


^■^_™^™^ 


Perfect or almost 


FUxl«ai tverg- 


Wanting ; except 




perfect immobility 


whfre on affected 


at the Bomniit over 




of Bide of chesC 


side, even esteod- 


oc near the oom- 




(with increase of 


ing over the ster- 


presaed long, wher« 




motion OD healthv 
side). Generally di< 




it is bronchial. Ex- 




OD the other side. 


ceptionally, how- 




latation of side, 




ever, the bronchial 




and as a rule, even 




respiration extends 


^^^1 


if this be not bo, 




over the whole side 


the intercostal de- 




or the graalar part 


H '^T^-r^^l 


faced or lessened. 




of it. 
Respiratory mnr- 




This ia patticnlarly 




ninr exaggerated on 
heaitby side. 




end of iuBpication. 








The ma,:imam on- 








Iftrgsment of the 








side is aboat two 








inches. 








Permanent con- 








traction after re- 






^^1 


covery. 






^^B / 


The amount of 


Snme as chronic 


Same aa chronic 




pna is generally 


pleurisy. 


plenrisy. 




even greater than 








that of the eernni 








in chronic pleurisy, 
canainEBtill greater 














dilatation of the 








chest. TheoblEler- 








ation of intercostal 








depressions is oft- 








ener noticed than 






^^H 


in plenrisy. 






^^^^ EUPTEUA. 

L ^ 
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TABLE NO. 10, Continw-d. H 


rIlcb. 


«jr^c>. 


PA,.AT,0«. 


««ABItS. 


Ab in BCDle 


Lessened or 




U the chest is 


pleurisy. 




times apparent. Vo- 


only partially 




ccpt aC [he aam- 


cal fremitua lesseueii 


filled, the signs 




mit behind, 


or suppressed . 


are the same as 




where there may 


Heart displaced 


in Bcot« pleurisy. 




beloudandvhis- 


even more than is 


Ic is far more 




pering bron- 


usoal in acute pleu- 
risy. Mediastfnum 


common to have 




chophony and iq- 


the cheat ful] in 




creaaBdvoralcea- 


displaced laterally. 


chronic than in 




onance. ^opb- 


Liver and etoniBch 


acute pleurisy. 




onj is rare. 


often displaced do wn- 

cendin'g even higher 
than before with the 
couti^ction acconi- 








panyiDg recovery. 




Same aa chron- 


Same ftB chron- 


Even mora difl- 




ic piearisy. 

1 


ic pleurisy. 


pUcement of the 
heart generally than 
in chronic plenrisy, 
it pulsating somfr 
times even beyond 
the right nipple. If 
the left side is affect- 
ed, the effusion often 
receives a tangible 
and visible impnlae 
from the bean's heal; 
hence the term "pul- 
sating empyema." 

perfomior°trk''e°a 
place ihrongh the 
chest walla, and the 
skin remains un- 
broken, the tomor 
thus formed, besides 

a strong pnlSDtion, 
synchronous with the 
systole, Bintiilaline; 
aneurism. The tu- 
mor may also in- 
crease and decreaw 


1 


^^ 




with respiratioQ. 


J 
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DI8BA8B. 


INSPECTION AND 
MENSURATION. 


PERCUSSION. 


RESPIRATION. 


Htdbo- 

THOBAX. 


Although there 
may be more liquid 
on one side than on 
the other, yet there 
is almost never one- 
sided dilatation of 
the chest and dis- 
placement of the 
neart and medias- 
tinum. 

• 


Flatness or dull- 
ness over the lower 
part of both sides 
of the chest. The 
line of flatness al- 
most always 
changes with 
change of posture. 
Of course it is im- 
possible for both 
pleural cavities to 
oe completely 
filled. 


As in pleurisy 
with moderate ef- 
fusion. There is 
rarely, however, 
well-marked bron- 
chial respiration, 
as, the disease being 
bilateral, sufficient 
compression to pro- 
duce bronchial res- 
piration could not 
often be compatible 
with life. 


pulmonart 
(Edema. 


• 

• 


More or less dull- 
tiess, generally dif- 
fused equally over 
the back of the 
chest on both sides, 
and most marked 
at the lowest parts. 


Weakenedor 
suppressed. 

Karely well- 
marked bronchial 
respiration. 



j 
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TABLE NO. 10, Continued. 



BiLuEB. 


VOCAL 
RESOMAMCB. 


PALPATIOH. 


BEMARKB. 


No exudation 
of lymph and 
therefore no fric- 
tion sounds. 


As in pleurisy 
with moderate 
effusion. 


Vocal fremitus 
lessened or sup- 
pressed below the 
level of the liquid, 
but increased above. 


Hydrothorax is 
bilateral ; while 
the different 
kinds of pleurisy 
are almost with- 
out exception 
unilateral. 


Subcrepitant 
and fine bubbling 
rftles. 


Variable. 


Vocal fremitus va- 
riable. 


Like hydro- 
thorax, pulmo- 
nary oeidema is a 
result of structu- 
ral disease of the 
heart or kidney. 
Although gen- 
erally bilateral, 
and then oftener 
found in the pos- 
terior portions, it 
mav be unilateral 
and extend over 
one lobe or a 
whole lung. 
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TABLE NO. 10, C^inued. 


D»KA«K. 


HSMIUIUTKni. 


™o...,o.. 


B«IPIBiTIO». 


m 


ExpKDgioD of 

affected sldeaod 


Flatntsi al the bait 
of the chest on Ihe 


Suppressed be- 
low (he level of the 




relative mobilLCj 


affected aide, if there 


liquid. Feeble, dis- 




Impaired. Ob. 


be eiiougb litiuid (bo- 


tant or suppressed 






rum or pus). Over 


above, unless there 




BometiniM bulg- 


tlie upper piirt oftha 








same aide and some- 


ration between the 




depreuioiu. 


times extending be- 


bronchial tubes and 






yond the Htpnium, 


the pleural cavity 








above the level of 






almoBt aa ioU'nsa bm 


the liquid, when 






tliBt of a tympiuiitic 
abdomen. Tdls is 


there may be heard 






nmpboric respira- 






even below ihe level 


tion, limited to a 






circumscribed area 






of ibe liquid, the lat- 


near the perfora- 






ter often extending 


tion, which is gen- 






twice B< high or the 


erally between the 






line of ftotnesa. 


third and Bixih ribs 


PirsttHO- 




The tympanitic res- 


on tbe posleco-lat- 
eral surface of (he 






onance extends over 


BAX. 




the whole Bide, if 


cheat. 






there be only a email 


Bronchial reapi- 






amount of liquid. 








Change of posCute 


densedluNE (which 
is senerafly also 






always, in Ihis din- 






ease, ehimges relative 








pOBJtion of flatnesB 


top of the chest ^ 
behind. M 






and tymijaniiic reso- 






nance. Sometimes 




/ 




there is amphoric res- 


healthy side eiag- ^M 




onanco. Dullness 


gerated. ■ 




from the condensed 


■ 






lung may Boroctimes 








be delected at the 




1 




summit of tbe chest 








behind. Ittbequan. 








lity of Blr or gas be 








twijf large, on account 








of thetzlrftM tension 








there may be tympa- 








nitic dullneu. 


^ 
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TABLE NO. 10, Continued. 



R^LES. 



Metallic tink- 
ling, and splash- 
ing or Hippo- 
cratic saccussion 
sound. 



VOCAL 
BS80MAMCB. 



Above the liquid 
amphoric whisper, 
voice, and cough, if 
there is amphoric 
respiration. Or the 
vocal resonance may 
be feeble or wanting. 
Always wanting l^- 
low the liquid. Me- 
tallic tinkhng. 

Increased vocal res- 
onance or bronchoph- 
ony over the com- 
pressed lung at the 
top of the chest be- 
hind. 



PALPATION. 



Vocal fremitus 
diminished or 
suppressed. 

JDisplacement 
of heart. Fluc- 
tuation. "Sense 
of elasticity 
above and of re- 
sistance below 
the level of the 
liquid. 



REMABK8. 



When this dis- 
ease occurs, it is 
generally a com- 
plication of 
phthisis. 

The relative 
proportion of air 
or ^ and water 
vanes in different 
cases and in the 
same case at dif- 
ferent times, es- 
pecially if com- 
munication with 
the external air 
continues. 
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^ 


TABLE NO 


10, Cimtiaiud. 


....... n 




Ab b the preceding. 


Tympanitic 


™,.„,... y 

Respiration sup- 








pressed where the 






part or the whole 


air is, or it may be 






of the affected 


amphoric it there is 










rNBOMO- 






between the bron- 






to*°he* right' of 


chial tnbea and the 






left beyond the 


pleural cavity. Bron- 








chi a 1 respiration 
over the condenaed 
lung. Exaggerated 
on the healthy side. 




There is a. characlcr- 


Enaggeialed 


Weakened or 




iatic deformity of the 


resonen«, (some- 


Buppressed over the 




chest, a great bolging 


times called ves- 


Qpper lobes, more 




of the whole upper part 


iculo-tympa- 


BO usually on the 




generaUy, Bteranm and 


nitic), DU bolh 


left than on the 




111. 


sides, but gen- 


right aide, Inapi- 




The antero-posterior 


erally grea te r 


ratory sound short- 




diameter of the chest 


on the left. It ia 


ened and expiration 




ia greatiy increased. 


heard over a 


remnrkahly p r o- 




The clavicles are ele- 


greater area than 


loDged, though of 




vated, and yet almost 


the vesicular res- 


the same quality 




buried up. The lower 


onancein health, 


as in health. 


^^H 


parta of the scapula 
sometimes project. The 


aathediaphragm 
is poshed down 






laitite thorax is dragged 


and the heart is 






upwards ae one piece in 


more or less com- 






inspiration, but there is 


nlately covered 
Eylung. Owing 






little or no expansion 






of the chest, becaose the 


to the slight 






elasticity of the long 






^^^V Ehphy- 


tiasae being lost, espi- 


lungs, this area 




^^^H 


ration fails to empty the 
chest, and there is little 


is not much af- 






fected by forced 






room for the iatrodac- 








tion of freah air. 


pimtion. 






Hespiratory efforts 


If the tower 






labored and powerful. 






^^H 


chiefly abdomioal, and 


physematous, the 
line of hepatic 


^^^H 




the lower part of the 


flatnesa may be 






chest may even sink in 


lowered to the 






daring inspiration. De- 
pression above clavicles 
in inapiration. 


ninth or tenth 






rib on the por- 


^^^H 










The patient often 


mary line. 






stoops from aoCero-pos- 






^^H 


terior cnrvatare of the 


cJ«. th™ w'ta 


^^^^H 




spine. 








Id a few cases of the 








variety called "senile 








atrophy " of the lung 






^^H 


there is no hulging. 




J 
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TABLE NO. 10, Continued, 



bIles. 



If bronchitis 
and asthma co- 
exist, bubbling 
r&les, and oft- 
ener sibilant 
and sonorous 
riles. 



VOCAL 
RESOaANCB. 



Diminished or sup- 
pressed where the air 
IS, or amphoric voice, 
whisper, and cough, 
if there is amphoric 
respiration. vocal 
resonance increased 
over the condensed 
lung, or even bron- 
chophony. 



Vocal 
variable. 



resonance 



PALPATION. 



Vocal fremitus 
diminished or 
suppressed where 
the air is, but 
increased over 
the condensed 
lung. Displace- 
ment of heart. 



Vocal fremitus 
variable. 

Heart's im- 
pulse lowered, 
sometimes bein^ 
felt in the epi- 
gastrium instead 
of in the prae- 
cordial space. 

Chest walls un- 
usually elastic 
to the finger. 



REMARKS. 



A very rare dis- 
ease, air or gas 
mthout liquid almost 
never being found 
in the chest. 

Pneumo-hydroth(h 
rax is often loosely 
called pneunuhlho' 
rax, however. 



In the great ma- 
jority of cases, 
vesicular emphy- 
sema has associ- 
ated with it chronic 
bronchitis. It is 
often accompanied 
by paroxysms of 
asthma. 

Generally a bilat- 
eral disease, al- 
though there is 
usuaUymore affec- 
tion of the left 
lung than of the 
right. 



1 ' 
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DIBXUX. 


tNBFECTION AND 


r^^^o.. 


BKSFHUTIOF. 




Often a hnlg- 


Owing to the 


Diminiahed or «ip- 






ing of thB uppet 
part uftha chest, 


commouly coexist- 


pre^d. 






ing eniphyBCmft. 


Sometime* exAg- 






and asinkiDg in, 


there i£ generally 


geraied. 








esa^geiaied per- 


Jerking. 






tioQ.ot the lower 












M in that diacase. 








St thT^phJ- 








ASTHKA. 


erally coexisU, 

labored ret 
piratiOD. 




1 








Healthy reeo- 


In many cases nor- 








DODca on both 


mal. 








aides of the chest. 


Sometimes ob- 








A negative sigQ, 


acared by the rUea, 


^^ 
















here. 


or euppteased over » 
port of the cheat by 
















E««lj.BHghldull. 
iie»>(Chelo»»pkrt 
of tb« l»ck of tbe 


plugs of maeua in 








tnhca, Buddenlj reap- 
pearing after congh- 

thickcning of the 
mucous membmue ; 








cheat, from eioMslTe 








■uitlMnlHd,i.r tnm 








don of bnmchiil 


but from thia latter 
cause both xidea are 










affected alike. 




iKgatoTwu.) 








i 


1 
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nXt-EB. 


^K^O^^^CK. 


r...*r.oK. 


™«^.,. 


Load tibilant and 
■onorous T^es witb in- 
spiration and expira- 
tion (the sibiknt, 
however, beine- more 

lion, and tbe sonorons 
ine^ipiiatioDJ, all over 
the chest on both 
eidea and often heard 
at a distance. 

rSIti towards the close 
of the paroxysms and 
for several days after, 

less chronic bronchitis 






The phjricftl 
siRDS pivcn are 
those of a parox- 
ysm. This ia 
Kcnerallv accom- 
panied by a (™- 
porarg empbyse- 
matona condition 
at least, and by 
bronchitis. 

Regalar asth- 
matics often have 
thess for ftrma- 
n_.nt compliea- 
lions. 


On both Bides of the 
chest, especially over 
the lower lobes be- 
hind, smorom anrfsii- 
ilatii T&ks, occording 
to the size of the tubes 
in which ihay are pro- 
heard alone, before 
aecrction takes place, 
and aftertbia mingled 
with coarse and Jine 
babbling riles. In 
many cases no rSles 
ere heard at aU. and 
when present they of- 
ten shift their posi- 
tion. The moist rales 
are not heard unless 
the mtienB is nnnsuul- 
Ij thin and abundant, 
which is not the case 
in many instances. 
They occur oflener 
in chronic than iu 
acute bronchitis, be- 
cause in the former 
the liqnld is more apt 
to be mneo-p undent, 
and therefore pro- 
duces better bubbles. 
They occur oflener 
also in vonng chil- 
dren ihnn in adults, 
becanro the former 




fiometiniea a 
rhonchiul fremi- 


A bilateral dis- 

1 
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TABLE NO. 10, Continued, 



DI6KA8B. 


inspection and 
mensuration. 


percussion. 


respiration. 


CAPTIiLART 

Bronchitis. 

(Including catar- 
rhal pneumonia.) 

• 


If there is con- 
siderable collapse 
of pulmonary lob- 
ules, with emphy- 
sema, and with or 
without catarrhal 
pneumonia, the up- 
per part of the 
chest is more or 
less expanded, and 
the lower part may 
even sink in during 
inspiration. 


Undiminished res- 
onance on both 
sides of the chest, 
except sometimes 
when there is col- 
lapse of pulmonary 
lobules with or 
without catarrhal 
pneumonia, when 
there may he some 
circjimscfibed dull- 
ness over dissemi- 
nated portions of 
the lung, especially 
pver the lower 
lobes behind, and 
exaggerated reso- 
nance in other 
parts, especially 
the upper part of 
the chest in front, 
if emphysema co- 
exists. 


Respiration weak- 
ened or obscured by 
r&les. If solidifica- 
tion from collapse 
coexists (with or 
without catarrhal 
pneumonia), bron- 
cho-vesicular or 
bronchial or weak- 
e n e d respiration 
over such parts. If 
emphysema coex- 
ists, weak or sup- 
pressed inspiration 
m front above, and 
expiration length- 
ened. 


Plastic 
Bronchitis. 
1 

(PBendo-mem- 
bnaous.) 




No dullness un- 
less from collapse, 
or from great 
quantity of liquid 
in bronchi. 


There may be 
suppression of res- 
piration over parts 
of the chest from 
the exudation or 
from collapse ; or 
broncho - vesicular 
or bronchial respi- 
ration from col- 
lapse. 
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TABLE NO. 10, Continued. 



B^LBS. 


VOCAL 
RESONANCE. 


PALPATION. 


REMARKS. 


Subcrepitant rales 
uniformly present on 
both sides of the chest, 
with either or both 
respiratory acts, es- 
pecially over the 
lower third of the 
chest behind. 

SibUant and sono- 
rous, especially sibi- 
lant rales, and also 
fine and coarse bubbling 
rales may be heard all 
over the chest on both 
sides when the smaller 
and larger tubes are 
also affected. 

• 


If solidifica- 
tion from col- 
lapse exists, with 
or without catar- 
rhal pneumonia, 
increased vocaI 
resonance or 
broncho phony 
over such parts. 


If solidifica- 
tion from col- 
lapse exists, with 
or without catar- 
rhal pneumonia, 
increased vocal 
fremitus over 
such parts. 

• 


A bilateral dis- 
ease. Inflamma- 
tion of the larger 
tubes generally 
coexists. Capil- 
lary bronchitis is 
sometimes attend- 
ed with collapse 
f pulmonary 
lobules and ca- 
tarrhal pneumo- 
nia, especially in 
infants or in aged 
or feeble persons^ 
Collapse, by the 
law of compen- 
sation, generally 
gives rise to 
emphysema in 
other portions of 
the lung. 


Sonorous and sibi- 
lant rales on both 
sides. 

Subcrepitant redes 
limited to certain por- 
tions of chest. Also 
bubbling rales. 

There may be tem- 
porary suppression of 
rfiles over parts of the 
chest from the exuda- 
tion, or more lasting 
suppression from col- 
lapse. 


As in the pre- 
cedingf. 


As in the pre- 
ceding. 


A rare disease. 

The fibrinous 
exudation com- 
mences in the 
minute branches 
and extends up- 
wards. A few or 
many tubes may 
be affected. Col- 
lapse of pulmo- 
nary lobules may 
occur from ob- 
struction. 

Bilateral dis- 
ease. Either 
acute or chronic. 
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DISEASE. 


• 
inspection and 
mensuration. 


PERCUSSION. 


RESPIRATION. 

• 


Acute Lobar 

OR Croupous 

Pneumonia. 

First Stage, 

(Congestioiv.) 


Sometimes cos- 
tal movements 
on affected side 
diminished on 
account of pain. 


There maybe a slight 
dullness. 


W e akened 
somewhat over 
the congested 
lobe. 


Second Stage, 
(Hepatixation.) 


Costal move- 
ments d i m i n- 
ished on affected 
side (especially 
if the whole lung 
be inflamed), and 
increased on the 
other side. 

There may be 
in some cases a 
slight increase by 
measurement. 

■ 

• 


Over the affected lobe 
or lobes increased sense 
of resistance and 
marked dtdlness, some- 
times even amounting 
to flatness. The inter- 
lobar fissure can be dis- 
tinctly mapped out by 
percussion, if one or 
two lobes of the affected 
Inng remain unaffected, 
the latter givins forth 
an exaggerated reso- 
nance. In such cases 
the resonance over the 
healthy lung is in- 
creased, but not so much 
as over these unaffected 
lubes. 

In some cases, instead of 
the osnal dullness there may 
be tympanitic or cracked- 
metal or amphoric reso- 
nance over pii^of an upper 
solidified lobe, this quality 
coming from the air in the 
trachea or bronchi, con- 
ducted by the solidification ; 
also sometimes at the base 
of the chest, if affected, be- 
ing conducted upwards from 
the stomach or colon. 


Broncho-vesicu- 
lar followed by 
bronchial respira- 
tion, as solidifi- 
cation increases. 

Exaggerated 
on healthy side. 

4 
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TABLE NO. 10, Continued, 



SAIAS. 



Generally, but 
not invariably, the 
crepitant rale. 
When it does occur, 
it ifr-pathognomonic. 

Rarely dry and moist 
bronchial r&les from 
accompanying ckcum- 
gcribed bronchitis, or a 
friction sound from 
secondary pleurisy. 



Crepitant r&le dis- 
appears, but occa- 
sionally it persists 
even in this stage, a 
few air-cells here 
and there not being 
filled with cf^uda- 
tion. 



Barely moist 
ehialr&les. 



bron- 



VOCAL BESOKAKCE. 



PALPATION. 



Increased vocal 
resonance and in- 
creased bronchial 
whisper, followed 
by bronchophony and 
whispering bfon- 
chophonyy as solidi- 
fication increases. 

Occasionally pec- 
toriloquy and 
whispering pecto- 
riloquy. 



Vocal fremi- 
tus generally 
increased over 
affected por- 
tion, but some- 
times dimin- 
ished, and oc- 
casionally ab- 
sent, owing to 
plugging of 
bronchi or 
pleuritic effu- 
sion. 



BEMABKS. 



Generally a uni- 
lateral disease. 
More common in a 
lower lobe, espe- 
cially on the ri^ht 
side. When so situ- 
ated, the physical 
signs are best heard 
in the infra-scapu- 
lar and infra-axil- 
lary regions. 



Sometimes the 
heart's sounds are 
transmitted with 
peculiar distinct- 
ness through the 
solidification, some- 
times not. 
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TABLE NO. 10, Continued, 



DISEASE. 


inspection and 
mensuration. 


PERCUSSION. 


RESPIRATION. 


Cboupous 
Pneumonia. 

Third Stage. 
(1.) ResdLittlon. 

or 


Gradual re- 
turn to the nor- 
mal condition, 
and after recov- 
ery even contrac- 
tion may occur 
m some cases. 


Dullness grad- 
ually disappears. 
A little, however, 
often remains for 
a long time. 


The bronchial 
merges into the bron\ 
cho-vesicular respira- 
tion, which is followed 
for some time after 
recovery by weakened 
respiration. 


(2.) Purulent 
infiltration. 

1 




Dullness con- 
tinues, and be- 
comes more 
marked. 


Bronchiikl respira- 
tion, or feeble or sup- 
pressed respiration. 


Catarrhal 
Pneumonia. 

(Lobular or broncho- 
pneumonia.) 


Already 


explained in 


connection with 


Interstitial 

OB 

Chronic Pneu- 
monia, 

OB 

FiBBOiD Phthi- 
sis. 


Difference in 
the relative cos- 
tal movements 
on the two sides, 
and after a while 
contract ion of 
the affected lobe. 


Marked dull- 
ness. 

Occasionally a 
tympanitic reso- 
nance. 


Bronchial or bron- 
cho-vesicular. 

» 
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TABLE NO. 10, Contitnted. 



Ritr^ES. ' 


VOCAL 
RESONANCE. 


PALPATION. 


REMARKS. 


Subcrepttant 
r&le appears, with 
sometimes a few 
fine and coarse 
bubbling r&les. 
Crepitant r^e re- 
turns. 


Bronchophony 
and whispering 
bronchop h o n y, 
followed by in- 
creased vocal 
resonanc e and 
increased bron- 
chial whisper, 
and this by nor- 
mal vocal reson- 
ance and whisper. 


Increa s e d v o- 
cal fremitus, fol- 
lowed by the nor- 
mal. 




Fine and coarse 
bubbling r&les 
gcfnerally in 
abundance. 


Weak bron- 
chophony or di- 
minished vocal 
resonance. 


Vocal fremitus 
variable. 


If, as very rarely 
happens, an abscess 
forms and discharges, 
it may give rise to the 
same physical signs 
as a phthisical cavity 
(which see). 


Capillary 


Bronchitis. 




Limited to lobules 
scattered through 
lung substance i n 
patches varying i n 
size from a hemp seed 
to an egg, or larger. 


Fine and coarse 
bubbling r&les, 
also sibilant and 
sonorous r&les. 


Increased vo- 
cal resonance 
and increased 
bronchial whis- 
per. 

Bronchophony 
and whispering 
bronchophony. 


Increased vo- 
cal fremitus. 


Called also Cirrho- 
sis of Lung. It 
leads to contraction 
of the lung and dila- 
tation of the bronchi, 
and is always accom- 
panied by bronchitis. 
A unilateral disease. 
Occurs among stone 
masons, grinders, etc. 
This disease is "the 
anatomical basis of 
almost all pulmonary 
phthisis." 
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TABLE NO. 10, Continued, 



DISEASE. 


inspection and 
mensuration. 


PERCUSSION. 


RESPIRATION. 


Acute 

Miliary 

tubebculo- 

BIS. 




When one lung 
is affected a little 
more than the 
other, there may 
be a slight excess 
of dullness in the 
former. But oft- 
ener there is no 
notable dullness on 
either side, the 
granulations, even 
when very numer- 
ous, remainiog iso- 
lated. 




Phthisis. 

First Stage, 
(Incipient.) 




Some dullness, es- 
pecially if the de- 
posit be at all 
superficial, at the 
summit of the chest 
on one side (more 
often the left), in 
front or behind. 

There may be 
vesiculo-tympanitic 
resonance at the 
apex from second- 
ary lobular emphy- 
sema. 

Remember the 
possible very slight 
dullness in health 
on the right side. 
It is in connection 
with the diagnosis 
of incipient 
phthisis that this 
fact becomes of the 
most importance. 

Any dullness, 
however slight, at 
the left apex is al- 
ways abnormal. 


Bespi ration 
weakened or bron- 
cho-vesicular^ occa- 
sionally jerking. 

[There may be 
abnormal trans- 
mission of the 
heart sounds 
(available in the 
infra-clavicular re- 
gion), denoting a 
deposit on the right 
side, if the first 
sound be heard 
better here than on 
the left; and on 
the left side, if the 
second sound be 
heard 4)etter here 
than on the right.] 



r 



OF DISEASES OF THE LUNGS. 



78 



TABLE NO. 10, Continued. 



BALES. 


VOCAL 
RESONANCE. 


PALPATION. 


BEMABK8. 


Subcrepitant, fine and 
coarse bubbling, and 
sibilant and sonorous 
r§les in different places 
all over both sides. 






The trouble 
is apt to be 
found about 
equally d i f - 
fused in both 
lungs. This 
disease is lia- 
ble to be con- 
founded with 
typhoid fever. 


• 

There may be one or 
more of the following 
kinds of r&les : — 

1. Stibcrevitant, indi- 
cating a arcumscribed 
capillary bronchitis 
about the deposit. 

2. Crepitant, here oft- 
en called crackling, in- 
dicating a circumscribed 
pneumonia. 

3. Rubbing fnction 
sounds, here often called 
crumpling, indicating a 
circumscribed dry pleu- 
risy. 

4. Sibilant rfiles, indi- 
eating a spasm of the 
tubes, or circumscribed 
bronchitis. 

All these rSles derive 
their significance from 
being heard at the apex 
(oftener the left). 


Increased bron- 
chial whisper. 

Increased vo- 
cal resonance. 

Remember the 
poosible normal dis- 
parity. 


Increased vo- 
cal fremitus. 


/ 
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1 DIBEASK. 


'«K»«"^T.ON.° 


«ac.».o,. 


BBSPlUTtOH. 




Some flattening 


Ihdtna,, more or 


BrBBcAid/orW,- 




■nd deficient ex- 


of chest on HfEuct- 


eha-ve.icular ot 




pansion of the up- 






per part of chest 


ed Bide. 


tion. Oecasionolir 






Or tympanitic 


jcrkiDg. (Abnor- 


^^H Fbthisis. 


Mnrked dimmu- 




mal trnnnmissioa of 


tiun iuHizeof i^heet 


ducted from bron- 


li cart sounds.) 


^H B^d Stage. 


by mensuration. 


chi, M there are no 
cavities yet). 
There may be 






























istiitg lobular em- 








physema. 






E X t r a OTdinsrf 


Trnpn-liic reso- 


CaPfmmii respi- 






naaeEi nithia cir- 


TBtion.eapecially af- 




■.'Inviclea from tlie 


eumHcribed spaces. 


ter an nbuBdantex- 




tallinj; in of upper 


Oecaaionallj 


puctornlion. If the 




■nana of tung, uud 
defident expan- 


eracked-metai or 


cavities are quite 






small, the cavern- 


^^^^ Third Stage. 


_ Still greater dim- 


DuilDeEs over 


ous respiration may 
be drowned out by 




inution ID size of 


the same spaeo, i( 


the neighboring 


cheat by inensuta- 


the cavity is full of 


bronchial respira- 






morbid products, 


tion, or combined 






as. e. g.. in ti.e 


with it, forminj.' a 






morning before 


kind of hron cho- 






copious expectora- 
tiuu. 


cs vernons respira- 
.ioD. Rarely am- 
phoric reapi ration. 




Thera may be 
Bome depression of 


Generally dull- 
ness from liie eon- 


Bronchial, if the 




tubes are cylindric- 




the chest over the 


denf^rd and cod- 


al and unohiitract- 




places afEacied. 


Iracted parenchy- 


ed. 






ma, end nlso from 


Cavemons o r 








amphoric, if saccu- 


Dilatation 






lar and Urge 




Sometimes tym- 


enough. 


Bronchi. 




panitic or amphor- 
ic resonauce, if the 








tubes are free from 
morbid products. 




L 1 


-^ . ' 1 
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f TABLE KO. 10. CimUmmd. 


I 


1 rIuo. 


H^iJ-c 


P^.™,. 


EXIUKM. 


^ 


A'Maiirfro<tr«&*b- 


Increued 


liici«wed vocal 


The KcompaoT- 




Mino ra/ts. from soft- 


Toonl resu- 


fremitM. 


ins signs are oi>- 




ened deposit or from 


umen Bud 




Fcrred on the sido 




BCGumpBuyiiig tir- 


whisper, or 




first affeeied, (sen- 




euniacrib<Hl bronchitis, 




erally at the ajiex. 






and KtiUfKr- 




By this time, 






ing hron- 




however, signs de- 




before macb expccto- 


ckop hong. 




noting a IwR ad. 




niioD. Also sibila«l 


Occasion. 








fiicilon »«iidi. aiid 


ally broo- 




tho diwose m»y U 




chophonic 




heard nt the apex 






pectoriloqay. 




of the oLhcr aide. 


U 


t<u>iraUimayUlward. 








■ 


1 GuiBling. 


SometimeB 


Increased vocal 


Thiaa caveraoui 




1 Verv rnrely nwUl- 


caver n o u a 


fremitus when the 


signs (to be sought 




1 Ik tinkling. 




cavity is large. 


for especially in tlie 




h 


knd wlii^ 




npper part of the 






paring pec- 




lung) often have 






toriloqny. 


urith the bronchi. 


in their vicinity 










msnv of tbe signs 








Kling tremi.uB. 
Wltcii the disvane 


of Bolidiflcaiion al- 






there is am- 


ready nientiooed, 






phoHc res- 


exists principnlly 




P 


^ 


piration. 


in one lune. U.o 
Khrioking o? ihls 

drag* tba heart out 
of pUee. PulM- 
(ton detected by 
pelpation, 






Babbling lUes from 


Increased 


Inrreaaed Tocal 


tTBually aftccM 




muouB in dilated 






many bronchi, and 




tubes ;*oinBtimB8 even 


nance and 




occur* in lK.th 




Rurpling, if there is 


broDchopb - 




lungs. Most com- 


. 


considerable dilaU- 
tian. 


Sometimes 
oquy. 




mon in tbe lower 
lobes and Iha mid- 
dle lobe of the light 
lung. Follows 

ule.. pleurisy, and 

cially JnterslillU 

diUlnlioD may be 
of three varieliel,— 
cylindrical, fuai- 
form, or saccnlar. 




4 
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TABLE NO 


10, Conliautd. 








DoltncsB. often 


Bronchial or 




motiau. Flattening 


extending beyond 
the median line. 


feehla or sop. 




and contraction of 


pressed. (Sup- 




the afFected aids (it 


vith increased re- 


pressed by press- 




infiltrated). 


eiatuice, uaiformlv 






Or the growth may 


BXtendiuR over 1 


deposit on a large 




be BO great (perhaps 


part or the whole 






four or five ponnds) 


of a Inng, if infil- 


If only one 




BstoeDlnrgetheaide. 


trated, but scat- 


long is affected. 






tered, if there are 


exaggeraied res- 


^^^^B Carcinoma 


tercoBtal depressions, 


nodules large 


pii-ation over 




if pleuritic effasion 




the healthy lung. 


^^^^ft 




dullncsB. 


1 




There ma; be a 


There mar be 


Over the tnmoc 




hulging or even per- 


dnllnesB or flat- 


weakened or sup- 




foration of the riba 


ness over the tu- 


pressed from 




nnd sternum, with 












bronchi h1 over 








com pressed lung, 




if they coexist r 


if there be any. 




chest not as aniform 


The dullness OTer 






as when enlarged bj 








liquid. Distention of 






^^^H Intra- 


auporficial thoracic 
veins : or of those of 


always extends up- 
wards and to the 




^^H 


one or holh apper 
extremities w ft h 


right or left; in 






ck*r"w'tha r^R^. 




^^^1 JAp«c»l]j uuni- 


cedema;orofthoBeo£ 




^^^B ilim.) 


one or both sides of 


There must not be 






the nack (significant 


too forcible percus- 






if there is no tricua- 


sion over anHBriBiQ, 






pid regurgitalion or 








Silat^on of the right 
heart). 

LocsJ pulsation, 










^m 




Bjnchronoas with 








heart's svBioIe, somo- 








timca visible in aneu- 






1 1 


rism. 




m 
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^^^V TABLE NO. 10, Conttnonf. 1 


^H 


EH30SASCB. 


PiXJATIOB. 


BKJUKKB. 


F Bubbling rfileB, 


lucreased 


Yocal fremilO! at 


A rare disease. 


f if Bufunitie takes 


rocal reso- 


firat increased, then 


Uiiually encepha- 
loid and assodatftl 


L plmce, or if thtre 


nance aud 




M f* .econdary 


bronchoph - 








ony. 




CGT. There are two 
Tarietiee: — 

1. Stee^flarf Mcfw- 
lar deposit, oftenet af- 
fecting boik lungs, the 
nodi^es raning in 
me from a ptv to an 
orange. It few, small, 














and Ecaiierod, they 








may not give riae to 








any physical signs. 








8. fti-nry wjf/jro- 








ti«. into the air.cell8. 








nsnally affecting on« 








long. Pleuritic eflu- 








slou often coexists. 








Softening and exca- 








THtiou may tako 








place. 


L There may ba 


Vocal ree- 


Vocal fremitus di- 


These tumors are. 


^^^ bnbhling rates 


onancB Ta- 


miniehed or eap- 


in the great majority 


^^^1 ' from Mfoiiiluy 


riablB. 


Creaaerover'"c'Sm; 


of cases, at^rism; 


^^H broitchitis.or 


Bronchoph- 




^^^H from Boftening 


ony o»er 


pressed Inns and pri- 
mary hroDcbi. 
Heart pulsations 


cancerous, librous. or 


^^^T M the tumor U 


compressed 


(atty tumors, which 




lunp tissoe, 


(■cnerallv siart from 


There ia often. 


if there be 


may often be felt out 


the mediastinum. 


but not alwajB, 


any. 


of place in cons^ 


They often exert 


heard OTBr an an- 




quence of the prass- 


great pressnre [to 


enrism a ttittolie 




nre. The arierfea on 


their iuiurj-. of 






one aide may be com- 


course) on tlie heart, 


harah or roarins, 




pressed more than on 


lungs, nerYBS, or ves- 


and of THriable 




the other. Over an - 


flcls, with chamcier- 


intensity. Rare- 






istic symptoms. Ta- 


ly there may be 




teitsvnchrononswith 


mors mav bo on one 


heard also a diu- 




the lieart's systole. 


or both Hdea of ehesL 








Pleuritic effusion may 


caused br the 
pn?4as;e of btood 




even than over the 


result, also collnnsa 






out of the rac 




donhte, either throb. 










risms arise most com- 






Often t^frnmnq thnit 


monly from the as- 
cend ine portion of 
the arch ot thenorta. 






is felt, generally cii^ 
cum..«Tited, b n t 














ovpT a large portion 




L_ A 




of the cheat. 







^^K^s 


THE PHYSICAL DIAGNOSIS ^^^^H 




TABLE SO. 11. ^^^^H 


[ 


...™.„™,. 


,„»«,o,. 




When heard over the npex, llie 


The space on the sarfare 
of the chest beneath which 




two healthy heart sounds miij he 




wich dots mBrkiog Cho paimeii, 
thus ; The first ot b/b- 


the heart lies is called the 




pracordia, or prKcordittl 




i^on. That part of the 




tolic in acrented, long, boomitig 






and of low pitch, imd the second or 


eredof lung is called the ni- 




diastolic Boond ia Bhort and valiu- 


perjiaai cardiac n/iact. and 




lar. At Che baee of the henri rhe 


the rest, where lung tissue 


^^H Thk 


iH-o Bounds mfiy more nearlj' be rep- 


intervenes between tha 


^^M Uealtut 


resented by an iambus ^ . . . ., 

the wcond eonnd being hero au- 


heart and chest walls, is 


^^H Ubakt. 


called the deep eardiae 




cented and as long as, it not lonjrer 


spnce. The boundaries ot 




than, tbe first »aund, and more in- 


each of these spaces niuBt 




tense. ThiBiBbeeausBtheboominp 


be carefully raemoriied. 




quality, caused by the " element o£ 


They are well shown an 




impulfiion" or "muscular ele- 


Plate I. 




ment," is not transmitted so far 


The dullness over the 




as the valvular element of the first 


deep cardiac space, though 
distinct, is of course mnch 




bound. 






less than that over the bq- 






perfidal cardiac space. 




A chamclcristic friction sound. 






often la»tin(r a few hours only, but 






Bometimaa for a few days, pro- 






duced by the rubbing togelhar of 






Che infllimed and roughened peii- 






cardial surfaces in the systolic and 






diastolic movements of the heart. 






It is either single or double, strictly 






accompanying or independent of 






the heart sonnds. always super- 




^^H Febicardi- 


ficial, ond usually restricted to the 
precordial spaca, — sometimBS 
even to a pirt of it only. Heard 


^ 


^^^B 


with the greatest intensity on the 
left edge of the stemum on a level 




^^^H (ElU^tiODOf 


with the fourth rib. Quality graz- 




^^^1 


ing, crumpling, creaking, or ronp- 
ing, and either feeble or lend. In- 
tensity increased by bending the 
body forward so that the heart is 
brought nearer the chest walls. 
Also increased by firm pressure 
with the stBlhoBcope; also bya full 


m 








inspiration, the pericardial Burfates 






being forced nearer together by the 






expanded lung. A single sound 
may be made double in this way. 






■ 
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OF DISEASES OF THE HEART. 
TABLE NO. II. 



UISPBCTtON. 


FAIfATION. 


^.„. 


The ftpex i m- 
nolseof the healthy 
heart can fre- 
qoeotlv, but not al- 
wftjs.beseeninihe 
eame place in which 
it ii felt. 


The healthr apex beat in the Bit- 
ting or Btanding posture is felt in 

in the fourth when lying an the 
bBck. It in felt over an area «n 
inch in drameter, from half an inch 
to two iuches to the right of the 
iinea mammatis (a vertical line 
drawn tbroogh the left nipple), and 
about three inchfia.oo an aTcrage, 
tothelefiQttheinad[an[ine. When 
lying on the right Bide, the centre 
of the area ia about half an inch 
nearer the atemum, itnd when lying 
on the left side it is felt on the Uhm 
mantmalU. ■ In some persons the 
flnex beat cannot be felt at all, espe- 
cially when lying on the right siSe. 
It is fell better when on t^e hack, 
Blill better when sitting, and best 
of aU when on the left Sile. 


For parpoae* of 
comparison, the 
aigns of' the 
healthy heart are 
placed here. 

A thorough 
knowledge of the 
healthy heart is an 
absolutely indispen- 
sable prerequiaitfl to 
annnderstandiugof 
the diseased organ. 


Irritable and 
foTclUe action of 
heart. 


Forcible action of heart and ftio- 
don freraitna. 


Endocardiriswith 

its physical signa 
often coexiats. 
Rheumatic pericar- 
ditis, which occur* 
perhapsonce in 
every six cases of 

la almost always ac- 
companied by endo- 



r^ 



THE PHYSICAL DIAGNOSIS 
TABLE NO, II, Cofitinafd. 



.,.„„. 


.„„.„„,„,. 


.,„o™,o,. 


Fbhioab- 

Stage. 
tUHOn,) 


Friction ionnds generatly (bat 
not invariably) disiippear when 
the cffuidon becomta considera- 
ble ; often reniaining. however, 
at the hase o£ the heart near the 
large vesseU, and EomBlimea be- 
ing distinctly beard all over the 
pnecordia, in spite of the eHa- 
Bion, by benOing the body for- 
wards. Heart sounds, especially 
the fiiat, Dov/eeble and distant, 
OF aisenl altogether. AbiicncB 

resonance over the enlai^ed area 

puahing the lungs to the right 
and left. 

During nbaotption the friction 
sounds reappear and may last a 
week or more ; and the heart 
BouudB become mure distinct. 


With large effusion, ihc area of 
priBcordial duUnrss is greatly in- 
craaaed vertically and luterallv, 
and in the upright posture it be- 
comes pyramidal in shape, corre- 
sponding to the form of the dis- 
tended sac, whose base ignearthe 
sixth intercostal space, and apex 
□car the sternal notch, and which 
may extend laterally almost from 
one nipple to the other. 
In chronic pericarditis with Terr 

EBC, the dullness or flatness mar 
extend nearly to the axillary and 
infra-axillary region a on eachside. 
The dullness from the liquid ex- 
tends below the point of the apex 
beat. The anterior portion of the 
sac is mostiv uncovered of Inng 
ami in coiitactwiLh the chest walls. 
When the patient lies down, the 
lateral diameter of dullness is in- 
creased at the expensBof the ver- 
tical 

If the effusion U small, there is 
merely an increase in the lateral 
diameter of dullnBss at the lower 
portion of the precordial region 
m the upright postnre. 

pro aches. 


Endo- 

TIB. 


A sYBtoUc murmur, generally 
soft and feeble, due to thickening 
or rongheninp of the inflamed en- 

the aortic orifice, but nsaally at 
the apex. The awollEn mictal 
valves with shortened chorda may 
be slightly inBofllciBnt, bnt usn- 
ally the murmur is mtmt non-re- 
ipirs'tara, caused by intra-venoic- 
nlar roaghness. 
AuKultatlon of the heart Eboald be 

Df rbeumulc leier, lo multc sure lliet 
thew is HD old viIvhIbt kiion which 

taidlMs. If Ihore ba ui old iilTOUr 
murmur, there will 1» more or lew 

mBj be loud and rough. 
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TABLE NO. 11, Continued, 



DISEASE. 


AUSCULTATIOir. 


FBBCUSSIOir. 


Hypebtropht 

OF THE 

Left Heart. 

• 


First sound loud, dull, and 
prolonged. Aortic second 
sound exaggerated, if there 
are no valvmar lesions. Ab- 
sence or great diminution of 
vocal resonance over a larger 
area than normal, showmg 
an enlarged superficial car- 
diac space. This sign is es- 
pecially available in females 
with large breasts, where 
percnssion is difficult 


Extension of percussion 
dullness to the lefi, and down- 
wards in the direction of the 
apex, especially the latter. 
Superficial cardiac space in- 
creased (the lung being pushed 
to the left), and greater degree 
of dullness over it than in 
health. This increase must 
not be confounded with that 
produced by retraction of the 
long from its own diseases. 


Hypertrophy 

OF THE 

Right Heart. 

• 


First sound loud, dull, and 
prolonged (except in some 
cases of extensive emphy- 
sema, where the edges of the 
lungs bj overlapping the 
heart partially muffle the 
sound), heard with greatest 
intensity near the ensiform 
cartilage. 

Exaggeration of the pul- 
monary second sound, espe- 
cially if there is obstruction 
to the pulmonary circula- 
tion. Auscultation of the 
voice available its in the 
preceding. 


Some extension of dullness 
to the right of the normal 
dullness, but not in propor- 
tion to the amount of the en- 
largement of the heart, the 
increased area of dullness 
being mostly to the left, 
■ There is often dullness over 
the second and third right 
cartilages near the sternum, 
owing to the enlarged right 
auricle. 
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TABLE NO. 11, Continued. 



INSPECTION. 


PALPATION. 


HBMABKS. 


IncreaRed area of visi- 
ble impulse, extending 
oyer several intercostal 
spaces and sometimes 
over the whole of the 
praecordia. In children 
there is often an abnor- 
mal projection of the 
praecordial region. Apex 
beat seen to be lower and 
farther to the left than 
normal. If it cannot be 
seen, it can almost al- 
ways be felt. If not, it 
can be located by auscul- 
tation. 


Apex beat is felt in 
the sixth, seventh, 
eighth, or even ninth in- 
tercostal space, and to 
the left of the linea 
mammalis, the down^ 
ward displacement being 
especially marked. It 
is powerful and distinct, 
though sluggish. 

A powerful heaving 
movement is felt all over 
the prsBcordia. 


• 

When the whole heart is 
hypertrophied, the phyrical 
signs of left and right side 
hypertrophy are combined 
in varied proportions. 

In the great majority of 
cases of cardiac hypertro- 
phy, valvular lesions coex- 
ist, and are accompanied by 
their respective murmurs. 
When there are no valvular 
lesions, chronic Bright's dis- 
ease is the most common 
cause of left heart hyper- 
trophy. 


Licreased area of im- 
pulse and abnormal pro- 
jection as above. 

Strong epigcuiric im- 
pulse seen as well as felt, 
often shaking the lower 
part of the sternum and 
extending more or less 
over the liver. 


Apex beat is felt far- 
ther to the left generally 
than in left side hyper- 
trophy (perhaps one, 
two, or even three inches 
to the left of the nip- 
.]:Je), but not so far down, 
the lower border of the 
heart being almost hori- 
zontal. 

Apex beat sometimes 
feeble on account of the 
apex becoming rounded 
or blunted. Even then 
there will be strong im- 
pulse in the intercostal 
spaces above the apex. 

Powerful heaving 
movement all over the 
prsBcordia. 


Pulmonary emphysema 
is the most common cause 
of right heart hypertrophy, 
when there are no valvular 
lesions. 

If the apex cannot be 
felt, its location can be as- 
certained by finding by aus- 
cultation the spot where the 
first sound has the greatest 
intensity. 

* 
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TABLE NO. 11, CrniHnued. 



DI8BA8B. 



Dilatation C9 
thb hxaet. 



A17BCULTATIOX. 



First Bonnd short, feeble, 
and valvular, lacking par- 
tially or entirely the dement 
of impulsion or muscular 
element, thus resembling 
the second sound. Second 
sound often inaudible at the 
apex. Irregular pauses, or 
intermissions of the beat, 
especially on exertion. If 
a murmur has previously 
existed, its rhywm may 
become lost, and it may 
become impossible to say 
whether it is synchronous 
with the first or second 
sound. This is called asys- 
tolism. 

Respiratory murmur di- 
minished in intensity over 
the upper part of the left 
lung. 



PEBCUSSION. 



Area of dullness is in- 
creased in every direction, 
especially laterally, the trans- 
verse diameter greatly ex- 
ceeding the vertical. The 
shape of the dullness is oval 
or square instead of the nor* 
mal triangular dullness. 

An upward and lateral in- 
crease of dullness at the base 
of the enlarged heart indi- 
cates dilated auricles. 



irfifc^M-^Maa 
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TABLE NO. 11, CanHnued, 



INSPECTION. 



The area of visible 
impulse is increased, bat 
it is indistinct. 

In persons with thin 
chest walls an nndnlat- 
ing motion over the 
pT»cordia maj be visi- 



PAIfATION. 



Feeble cardiac im- 
pulse. iVb Aeamn^ move- 
ment, but weak undu' 
hating motion over the 
whole prsBcordia. 

A queer sensation of 
rolling over, a kind of 
diffused tumble afi^ainst 
the chest walls followed 
hj a pause. 

Apex beat not so low 
as in hypertrophy. 



BEXABKS. 



In a great manv cases 
hypertrophy and dilatation 
are combined in varied pro- 
portions, so that we luive 
enlargement with predom- 
inating hypertrophy or en- 
largement with predomi- 
nating dilatation. Hyper- 
trophy precedes dilatation 
with rare exceptions ; if the 
enlargement m very great, 
dilatation predominates. 

From the accompanying 
physical signs under hyper- 
trophy and dilatation, it can 
generally be determined 
whichpredo mi nates, to 
what extent, and which side 
(if either) is more particu- 
larly affected. 

Hypertrophy is more es- 
pecially the characteristic 
of the left ventricle, and 
dilatation of the right ven- 
tricle, although either may 
affect both. 
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TABLE NO. 11, Continued. 





AUSCULTATION. 


DISEASE. 












Rhythm of 


Blaximum Inten- 


Murmur 


Other things to 




Murmur. 


sity of Murmur. 


also heard. 


be notic^. 




Systolic. 


Second right 


Over the ca- 


Murmur gen- 






intercostal 


rotids, more or 


erally soft, but 






space, near the 


less over the 


may be rough 






sternum. 


body of the 


or musical, and 


VALVULAB 






heart, some- 


it always more 


LESIONS. 




Exceptionally 


times in the 


or less ob- 


L Left Heart, 




second left inters 
costal space near 
the sternum. 


interscapul a r 
space near the 
spinous ridge 
of the scapula, 
feebly or not 
at all at the 


scures the first 
sound of the 
heart. 

Aortic second 
sound weak- 








ened and in- 








apex. 


distinct in pro- 








Transmitted 


portion to the 








better upwards 


amount of ob- 








than down- 


struction. 








wards. 


Aortic re- 
gurgitation is 


AOETIO Ob- 








often asso- 


STBUOtlON. 








ciated, when 
there is a dis- 


(Stenosis.) 








tinct double 
murmur heard 


[2.1 








over a large 
space. 


Numbers in 








m 


brackets repre- 










sent order of 










frequency ao> 










cording to 










Walshe. 

/ 








• 
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TABLE NO. 11, Continued, 



PERCUSSION. 



Hypertrophy of 
the left ventricle 
is induced after 
the obstruction 
has existed for a 
while, and there- 
fore is found in 
the majorltj of 
cases which come 
under observa- 
tion. 

Finally dilata- 
tion inay ensue. 

See percussiou 
signs- under Left 
Heart Hyper- 
trophy and I/ila- 
tation. 



IMSPBCTION. 



See Left 
Heart Hyper- 
trophy and 
Dilatation. 



t^ALPATIOir. 



See Left 
Heart Hyper- 
trophy and 
Dilatation. 



REMARKS. 



Aortic obstruction is a 
very common form of 
heart disease. Besides 
the very frequent associa- 
tion of aortic regurgita- 
tion, it may induce after 
awhile mitral insufficiency. 
It is most frequently met 
with in middle or ad- 
vanced life. 

It has to be diagnostica- 
ted from an inorganic aortic 
murmur which is not un- 
common in ansemia. This 
and the other inorganic 
murmur — the pulmonic 
— are always systolic. 

The distinguishing feat- 
ures of the inorganic aortic 
murmur are : — 

Uniformly soft and fee- 
ble, not constant, not pro- 
ductive of cardiac enlarge- 
ment, accompanied by a 
continuous hum in jugular 
veins (with sometimes a 
musical intonation), called 
" bruit de dialie" which is 
suspended by pressure 
over the veins with the fin- 
ger, and by symptoms of 
anaemia (which is more 
common among females 
than males) ; the aortic 
second sound as intense as 
normal, and never accom- 
panied by aortic regurgi- 
tation. 

Sometimes there may be 
an innocuous murmur, not 
inorganic but produced by 
mere roughness not sufif- 
cient to cause obstruction, 
and consequently not fol- 
lowed by cardiac enlarge- 
ment. 
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TABLE NO. 11, ConlinBid. ^^^H 


H .,„„. 


Rlijlhtn Bt 






OlhH UilngB 


^^H 


Muraut, 


.Itj 01 Mumut. 


•IBO heard. 


lo He nollMd. 


^^^^ 


Diastolic. 


Second right 


Diffaaed 


Murmur gen- 






iolercoslBl 


IZ. "ext^f 


erallj soft, bnt 






E p a c e (or 




may be rongh 






fourth left cos- 




or musical. It 






tal cartllflga), 


reclion of the 




■ Aortic 
r Bbqurgita- 




near ihe flier- 


apex ot cnai- 
f onn cartilage, 


lows the aortic 






and beard at 


Becoud sound, 








the sides of 


which is weak- 


^^^ (ImufflcJeECj.) 






the chest and 








aloQi; the snine. 




^K 






Transmitted 


Aortio ob- 






better down- 


struction often 










coexists, when 


■ 








there is a di«- 
tinct double 
murmur heard 
over a large 
space. 


^^F~ 


PreBjetolic. 


At or near 


Over tlie su- 


Murmur gen- 


1 




the apex. 


perficial CBT- 


erally rough, 
long, and loud, 

caU^^" hTnb- 
b«ing;" be- 
ginning after 
the second 
sound and end- 


■ MiTBAI. 








ing abruptly 
with the first 


r Obbteuc. 

I 
















We'akenad 


^^^ (SKnoau.) 








so'^id ^d'""'^ 


1 m 








tensified p u 1- 
monic second 
sound, the lat- 
tEi- owing to 
obstrncliun of 
the pnlmonary 
circulation. 

1 





OF DISEASES OF TEE HEART. 
_ TABLE NO. 11, CotUatued. 



Great hypertrophy 
uid oftenrmrda dilala- 
tion of ihe left Ten- 
tricle are iodoced. 
Therefore in the early 
part of ihe dLuase, 
the pettufsion aigns 
ot uie f<»meT, and 
UMt those of both 
eomtoiHsd, will be 
found ; fiiiallT. if tbe 
patient lives lone 
eooii^'h, only those t3 



irtroph; 
ul D^li 



Dilitstion, Mii oft- See Right 
en hypertioph_T, of , Heart Ht- 
Uw left uncle is lint , pertr o p h'j 
pnidDced. foUonred bj and Diiata- 
hrpfitroph; of the 
r{ght Tentrkle to over- 

tHi;iiext, dit' 



Tmtride; next, £l>- 
tatioDof tberiginaB- 

nnall7, Bot often, 

'' It axceptioBallT, hj' 

ntiopliT or Wal»- 



sn^' 



dally 



See Left 
Heart Hj- 
penrophy 
and DUata- 

latler. 



Aortic re^rgitation is 
■bore apt to induce mitral 
insufficiency than aortic 
obetTDCtion is. 

In sncli cases there may 
coexist two, three, or even 
all four of the marmnn 
of the left side of tha 

There ii generally nei- 
ther dropsy nor drepmea 
'" aortic diseases, anlea* 

iiral r^iugitation coex- 



and Duala- 

dally Uw 
latter. 



Hitial ohetrwtwo k 
oompanliTcly a rare tit- 
ease, aod, when met with, 
is ofteoer found at MO- 
neciicm with mitral ktbt- 
piation than aloae. Sdll 
It maji exiat withoat te- 
gurf^iatian- It itptuMt 
to hare mitial ohMrvctiOB 
r. if dM 




MO awU to atait tfc* caid 
aftbliRkfi 




I 



mal rdaiiie isunafy- 
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TABLE NO. 11, Continued. 



AUSCULTATION. 



DISEASE. 



Rhythm of 
Murmur. 



Systolic. 



MiTBAL 

Beguboita- 

TION. 
(iDsnfficiracy.) 



Maximum In- 
tensity of 
Murmur. 



At or near 
the apex. 



Murmur 
also heard. 



Over the 
s u p e riicial 
cardiac 
space ; and 
unless too 
feeble, in the 
left axilla 
and behind, 
near the 
lower angle 
of the left 
scapula. 



Other things 
to be notic^ 



Murmur general- 
ly soft, but some- 
times rough or mu- 
sical. 

Aortic second 
sound weakened, 
but pulmonic sec- 
ond sound (heard 
in the second left 
intercostal space) 
often intensified. 

Where mitral ste- 
nosis and regurgi- 
tation coexist, there 
will be one continu- 
ous murmur, made 
up of two elements, 
presystolic and sys- 
tolic; the first of 
which will not be 
conveyed to the left 
and back. Besides, 
they almost always 
differ in pitch and 
quality. 
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TABLE NO. 11, Continued. 



PERCUSSION. 



The same 
changes take 
place as in the 
preceding ; and 
besides, there is 
always more or 
less hypertrophy 
or dilatation of 
the left ventricle. 
Percussion 
dullness increased 
in every direction. 



INSPECTION. 



Area of vis- 
ible impulse in- 
creased. 



PALPATION. 



Impulse forci- 
ble or diffused 
according to the 
proportion of hy- 
pertrophy or dil- 
atation. 

Apex beat far- 
ther to the left 
than normal. 

If hypertrophy 
predominates, it 
will be lower 
than if dilatation 
predominates. 

Pulse variable 
in volume, and in 
the later stages 
also irregular in 
time. 



REMABKB. 



The commonest of 
all valvular diseases, 
especially among the 
^oung. It often ex- 
ists alone, but may 
have mitral obstruc- 
tion associated with it. 
It is almost invaria- 
bly attended by a 
murmur, but a mitral 
systolic non-regurgitant 
murmur may he pro- 
duced by simple 
roughening, c a 1 c a- 
reous deposit, etc., 
without insufficiency 
of the valve. The 
signs which especially 
distinguish the regur- 
gitant from the non-re- 
gurgitant murmur are 
the strong pulmonary 
second sound, the 
weak aortic second 
sound existing even 
with hypertrophy of 
the left ventricle, the 
diffusion of the mur- 
mur to the left side 
and to the back, and, 
after the disease has 
made some promss, 
the symptoms of pul- 
monary congestion. 

D y s p n oe a and 
dropsy are prominent 
symptoms of mitral 
obstruction and re- 
gurgitation. 

Tricuspid regurgi- 
tation is often found 
as a secondary affec- 
tion in connection 
with mitral disease. 



1 


1 


1 
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" 


nuKiu. 


.™„„o.. 


Rhythm of 


Uulmom IB- 


MDmui >1» 


Olhir thing! Is 




Hunnar. 










Bjrtolk. 


Second or 
third left in. 


Propaealed 
upwards for 


sound impaired in 








a short dis- 


intimity. 








space, near 
the sternum. 


tance to- 
warda the 


Murraor super- 
ficial and mav be 
quite intense. Must 










left clavicle, 










bat not over 


be diagnosticated 










the aorta or 


from the inon^anic 
which is far more 




















that excep- 


common than the 




n. Right 






tionally an 


organic, cither 




Heart. 






aortic ob- 


alone or with the 
other inorganic 




POLMOMIC 






oiay be heard 


aortic direct. 




Obstruc- 






with great- 
est intensity 
atthesecond 


Inorganic mar- 
murs are always 
systolic, and almost 




[ 








^H 






or third left 


ingot the aortic and 




1 






space. The 
frequency of 
ihe aortic 

and its other 
charact e r s 
will gener- 
ally suffice 
for a diag- 
UDsij. 


pnlmonic orifices. 

The inorganic 
murmur is soft and 
feeble, with normal 
heart sounds and 
DO eolargement, not 
constant, occurs in 
anemic persons, ea- 
pecisUy jouQg fe- 
males, and is ac- 
companied by Ihe 
bruit de diabU. 






Diastolic. 


Si^od or 


Propagated 


Pulmonic second 






third left in- 




sound impaired in 








tcrcostal 


towards the 






^^^1 FULIIONIC 




space, near 


eDBiform 


This murmur, it 




■ -="- 




the sternum. 


cartilage. 


it were more com- 
mon, might easily 
be confounded with 




^^m (lumnduisj.} 








an aortic regurgi- 
tant murmur, when 




1' 








rcct murmur did 
not co-exist. 




1 
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) 



PEBCUBSIOK. 


„™„.>. 


P^..O». 


BSUARKS. 


Hypertrophy 
snd dilalalion of 


See Hyppr- 
trophy and Dil- 


See Hyper- 
trophy and Dil- 


Valvular diseases of 

the right liean, witb 


the right venti'i- 


station of the 


atation of the 


the exception of tri- 


cle are produced. 


Right Ventricle. 


Hight Ventricle. 


cuspid regnriptntion, 
arc BO iofrequcnt as 


Percussion 






signs acconUnglj. 






10 be almost unheard 
of; so much so, that 

term ■■ valvBiar dis- 














ease " is used, the left 








heart it always meftnt. 








When right-hean 








le»ODS exiBt, they are 








usually, but not inva- 








riflbly, asBocisted n-ith 








iefc-hean IcsiouB, un- 








less they are congen- 
ital. 
Contrary to the rule 














which prevails after 








birth, the right heart 








is mote commonly af- 
fected in prsnatal life 
than the left 

i 








Theoreticollj, 


See Hyper- 
trophy and Dil- 


Sea Hyper- 
trophy and Dil- 


Pulmonic regargi- 
tation ia txcetdingls 




alatior. of the 


atation of the 




right ventricle 


Eight Ventricle. 


Right Vantricle. 


than pulmonic ob- 








etructioD. CoDse- 


PercniBion 
MgUBccardiDgt/. 






q neatly, the annexed 
physical signs of it 
are. to a great extent, 
tbeoretical. 
_ TricDsptd insuffi- 
ciency may follow 














or rtguTgitatioQ. 
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TABLE NO. 11, Continued. 



DI8EA8B. 



Tricuspid 
Obstruction. 

(Stenosis.) 

[8.] 



AUSCULTATION. 



Rhythm of 
Murmur. 



Presystolic. 



Tricuspid 
Beguroita- 

TION. 

(Insufficiency.) 

[5.] 



Systolic. 



■Maximum In- 
tensity of Mur- 
mur. 



At lower 
part of ensi- 
lorm carti- 
lage. 



At lower 
part of ensi- 
form carti- 
lage. 



Murmur also 
heard. 



Generally 
limited to 
the superfi- 
cial cardiac 
space. 

If trans- 
mit t e d a t 
all, it is to 
the right. 



Other things to be 
noticed. 



A murmur is not 
present in many 
cases of actual tri- 
cuspid regurgita- 
tion, even w h ^n 
there is a definite 
valvular lesion. 
Barely, if ever, 
rougli. 

Pulmonic second 
sound diminished in 
intensity. Mitral 
or aortic murmurs, 
or both, often coex- 
ist, differing in pitch 
and quality. 



OF DISEASES OF THE Hi ART. 



95 



TABLE NO. 11, Continued, 



PERCUSSION. 


INSPECTION. 


PALPATION. 


BEMARK8. 


Theoretically, 
hypertrophy and 
dilatation of the 
right auricle are 
first produced. 


1 


P 

• 


The rarest of alL 


First the right 
auricle is dilated, 
then the right 
ventricle is hy- 
pertrophied and 
dilated. Then 
comes enlarge- 
ment of the left 
ventricle on ac- 
count of its in- 
creased work. 

Per c u s s i n 
signs accord- 
ingly. 


Jugtdar pul- 
sation, synchro- 
nous with the 
heart's systole, — 
a characteristic 
sign of tricuspid 
regurgitation, 
unless the right 
ventricle be very 
weak from dila- 
tation. 

Larger area of 
visible impulse 
than with any 
other valvular 
lesion. 

•• 


Indistinct apex 
beat unless there 
is considerable 
hypertrophy of 
the left ventricle. 

Distinct e p i- 
gastric pulsar 
tion. 

• 


Primary tricuspid 
regurgitation is very 
rare; but secondary 
to- mitral stenosis or 
regurgitation, ilr» is 
not uncommon. 

It not infrequently 
exists in cases where 
there is no definite le- 
sion of the valve, but 
where, on account of 
enlargement of the 
right heart from mit- 
r^ disease, the tricus- 
pid orifice is enlarged 
without a proportion- 
ate enlargement of 
the valve. 



THE PHYSICAL DIAGNOSIS 

TABLE NO. II, Coniinuid. 



Fattt Dboes- 



Both Iieart Bauuds ate per- 
manently weakened, eaiieciaUj 
the first. The aecond sound 
over thfl apex ia clearer and 
louder than the Scat. First 
Bound of [en abieat. When 
iseat, it is short and volvu- 
, the mascular element ot 
alement ot impalBion being 
^atly impaired. Thia con- 
ditioa is periiistent, not tempo- 
rary ; and aoTeral examinsr 
tiona muaC be mode before de- 
i:iditig on Che diagnosis. 



Cabdiac Nfiinto- 



Hpart soundfl healthy in 
quality, bat intensified, dearer, 
and more abmpC than normal. 
Owafiionally the first sound ia 
metallic, and either may be re- 
duplicated. 

An inorganic anteinie mar- 
mur is sometimes heard at the 
base of the heart. It is syetolic, 
either aortic or pulmonic or 
both, soft and feeble, often 
propagated into the carotids, 
and aecom panied by a ham in 
the veins of the neck. 



Normal area of dullnees 
as a rule. 

Sometimes a dilated or 
hypertrophied heart un- 
dergoes fatty degenera- 
tion, when, of course, its 
increased area of duUne«a 
wU) remain. 



PercuBsion dnllnees nor- 

As a mere coincidence, 
functional disease may ex- 
ist in a hypertrophied 
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TABLE NO. 11, Continued. 



INSPBCnON. 



No visible im- 
pulse as a rule, 
even in thin per- 
sons. 

If there is any, 
it is very indis- 
tinct. 



Increased area 
of visible im- 
pulse, which maj 
oe seen to be ir- 
regular and in- 
termit tent at 
times. 



PALPATION. 



Very little or no apex 
beat can be felt. If felt 
'it is generally in its nor- 
mal position, and is irreg- 
ular or intermittent. 

If a hypertrophied 
heart becomes fattpr, there 
is a tumbling, roUmg mo- 
tion. 



Apex b^t in normal po- 
sition. 

Increased ctction, not 
power. Beat abrupt and 
oriel A violent blow, 
not a powerful heaving. 

Sometimes i-m pulse 
weaker than natural. 



REMARKS. 



Valvular lesions may co-exist. 

The diagnosis of fatty de- 
generation of a hypertrophied 
heart is very difficult. 



The physical signs are both 
negative and positive, — nega- 
tive in excluding all organic 
disease, and positive in show- 
ing the healthy size, position, 
and sounds of the heart. 

Patients with functional dis- 
ease complain much more of 
heart symptoms than those with 
organic disease. Inorp:anic pal- 
pitation is increased by seden- 
tary life, organic by exercise. 
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